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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE 


Wight, J. S.: A Clinical Study of Open Reduction 
Operations of Fractures of the Long Bones with 
Two New Bone Clamps. Surg., Gynec. & Obst., 
1920, XXX, 522. 

The author advocates open reduction and reten- 
tion of fractures of the long bones as a means of ob- 
taining better functional as well as better anatomical 
results. No operation should be attempted, however, 
during acute disease or infection and chronic 
disease or infection should be. given preliminary 
treatment. No case should be operated until the 
carbon dioxide combining power of the blood has 
been raised above 40 ccm. In cases of recent in- 
juries the operation should be delayed about two 
weeks. 

The author is impartial as to methods of fixation, 
using sutures, screws, Lane plates, and inlay grafts 
as indicated. A table of incisions for reaching 
various portions of each of the long bones is given. 
The clamps spoken of are not described but are 
shown in an illustration. One of them, a clamp with 
compound levers, is called an angular bone clamp. 
The other works on the toggle joint principle. 
Both should be powerful and efficient. 

The results in 263 cases of various fractures of the 
long bones treated by operation are given in tabular 
iorm. Bony union was obtained in 262 cases. There 
was 1 death, a mortality of 0.45 per cent. 

B. H. Moore. 


Hewitt, H. M.: The Preparation of the Skin for 
Surgical Operations. Grace Hosp. Bull., Detroit, 
1920, 1V, 29. 

In the sterilization of the skin two important 
actors are: (1) the patient’s ability to resist infec- 
tion, and (2) the relative value of the method and 
antiseptic used. Among factors of less importance 
which may be responsible for poor wound healing 
are syphilis and seasonal changes. Beckman found 

larger percentage of infections in the colder 
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months than in summer and concluded that this 
was due to a decrease in the activity of the skin in 
the winter. 

A method to obtain skin antisepsis must be simple 
and easy toapply. The antiseptic, preferably a solu- 
tion, must be efficient, i.e., it must have the power 
to destroy the common skin organisms in a com- 
paratively short time (not over three minutes) and 
should be sufficiently penetrating to keep the skin 
sterile during the operation. It must not macerate 
or injure the skin in any way. In laparotomies it 
must not injure the peritoneal coat of the intestine 
if it accidently comes in contact with it. It should 
be applicable to all cases and standardized so that 
its antiseptic value may be known. It should not 
contain any proprietary preparation as the strength 
of such agents varies, they do not conform to any 
definite standard, and they cannot be depended 
upon. 

A series of cases were selected for experimenta- 
tion with several antiseptics, among which were 
McDonald’s solution, 70 per cent alcohol, picric 
acid, tincture of iodine, and ether. In 100 cases of 
all varieties in which picric acid was used there were 
only 4 infections. A. R. HoLianper. 


Babcock, W. W.: The Immediate Sterilization 
and Closure of Chronic Infected Wounds: A 
New Method Applicable to Wounds of the 
Bones and Soft Tissues. /. .tm. M. Ass., 1920, 
Ixxiv, 1301. 

With the mass of the chronic infections of the war 
the aim of the Carrel-Dakin treatment—the early 
closure of the wound—has not been attained. 

The author proposes a method of treatment 
which in his hands in about 350 cases in General 
Hospital No. 6, Fort McPherson, Georgia, proved 
very satisfactory. The treatment is applicable to 
chronic infected wounds of soft tissue and bone, 
especially in those parts of the body where, by 
means of a tourniquet, the solution can be prevented 
from entering the general circulation during and 
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for five minutes after the injection, and where large 
excisions can be carried out. 

The wound area is prepared by daily shaving, 
washing with soap and water, the removal of all 
scabs and crusts, and the application of a 2 per cent 
yellow mercuric oxide in zinc oxide ointment for 
three days preceding the operation. 

On the operating room table the skin is thoroughly 
scrubbed with a compound solution consisting of 2 
parts cresol, 1o parts turpentine, and 88 parts 
gasoline, and the wound is painted with 3 per cent 
tincture of iodine solution. The region is then dis- 
infected by injecting a saturated solution of zinc 
chloride under pressure into all the sinuses and 
cavities of the wound. Five minutes are allowed 
for the penetration cf the zinc chloride and great 
care is taken that every recess is reached. The 
infected wound is then stained with an antiseptic 
solution of methylene blue of the following com- 
position: 


Gm. or ccm. 
Saturated alcoholic solution of — lene blue.. 20 
Caustic potash .. ; ae ” 
Phenol. wees 5 
Ether to make . 100 


After this solution has evaporated the surface 
will be stained a dark blue-black which may pene- 
trate from t to 3 mm. Outside of this a much wider 
zone of avascular grayish-white tissue that has been 
sterilized and devitalized by the zinc chloride will be 
found. 

The devitalized area is excised en bloc and the 
bone cavities, pockets, and holes are converted into 
clean, shallow, saucer-like defects. No zinc-infil- 
trated tract is left near a large blood vessel because 
of the danger of secondary hemorrhage. The wound 
is closed without drainage. 

The after-treatment consists in the application of 
copious dressings saturated with a solution of 
chloralhydrate, alcohol, and glycerine in a saturated 
solution of boric acid. These dressings are re-wet 
frequently and their application is continued until 
healing has occurred. R. B. Berrman. 


ASEPTIC AND ANTISEPTIC SURGERY 


Seedorf, J.: The Practicability of Employing Iodine 
for the Disinfection of the Skin. Acta chirurg. 
Scand., 1920, lii, 436. 


None of the methods for disinfecting inanimate 
objects is applicable to the skin. Heat sufficient for 
disinfection cannot be used on the skin and mechan- 
ical disinfection has proven unsatisfactory and in 
some cases causes pain. 

Between 1870 and 1880 iodine came into extensive 
use for skin disinfection and experiments were 
made to determine its efficacy. The results varied 
greatly with different investigators. The solvents 
most commonly used for the iodine are ethyl 
alcohol and benzine. ‘These it was believed dis- 
solved the fatty coating of the skin and thus made 
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it possible for the iodine to attack the bacteria 
beneath it. Some investigators, however, maintain 
that the skin should be dry when iodine is employed, 
and that when the application of the iodine is 
preceded by scrubbing with soap and water numer- 
ous bacteria are present. 

The author tested the action of iodine in various 
solvents, water with KI, ethyl alcohol, propy! 
alcohol, benzine, and ether. The best results were 
obtained with 50 per cent propyl alcohol. Alcohol 
alone had no effect on spores but saturated iodine 
solution killed them in thirty minutes. 

It was found that three paintings with a 1 per 
cent solution gave as good results as two applica- 
tions of a solution between 4 and 10 per cent. The 
most effective method of removing spores is mechan 
ical cleansing and in the author’s opinion the idea] 
disinfectant is iodine used in conjunction with 
mechanical cleansing. 

The preparation of the skin consists of the follow- 
ing steps: 

1. A thorough brushing with soap and water, 
shaving, washing with a 70 per cent solution of 
ethyl alcohol, and sterile dressing. 

2. One-half hour before operation, three paint- 
ings at intervals of five or ten minutes with 1 per 
cent iodine dissolved in 96 per cent ethyl alcohol 
50 per cent propyl alcohol. I. E. BisHKow. 


ANZSTHESIA 


Tilley, H., and others: Discussion on peasiiete 
in Throat and Nose Operations. Proc. Roy. Sov. 
Med., Lond., 1920, xiii, Sect. Anes. and Laryngol., 


In all branches of surgery the anesthetic not 
only spares the patient pain, but by inducing an 
appropriate type and degree of anesthesia materi 
ally contributes to the success of the operation. 
More especially is this the case in throat and nose 
surgery in which an active co-operation between the 
surgeon and anesthetist and an understanding ot 
the steps of each other’s work are essential to the 
success of the operation and vital to the patient's 
safety. 

Operations upon the nose and throat are not 
generally serious in themselves. Unfortunately, 
however, deaths during operation have not been 
infrequent i in this branch of surgery, and have been 
due either entirely to the anesthetic or to the entry 
of blood into the air passages. 

It is a fact that death during operation under 
ether is very rare and death due to uncomplicated 
ether anesthesia is practically unknown. The 
status lymphaticus does not appear in association 
with ether anesthesia. In England during the last 
five years nearly 1,500 deaths during operation 
have been reported. While these statistics give no 
indication of the condition of the patient befor: 
the operation and therefore are of little value, it is 
a significant fact that in a very great proportion 0! 
the cases the anesthetic used was chloroform or a 
mixture containing it. 











sedis Ass ohne 














RE EROTIC Tat 








again and perform practically a second operation. 





Rood was indebted to Silk for reports of deaths 
under anesthetics in the military hospitals. In 
two years and three months 121. patients died, 
110 of the fatalities having occurred under anes- 
thesia induced with chloroform or a mixture con- 
taining it, and 11 under ether anesthesia. Of the 
11 patients who died under ether 9 were apparently 
dying of secondary hemorrhage before the opera- 
tion was begun. Each of the various Commands 
reported fatalities. The only Command with no 
death upon the table was the Irish Command 
which ‘‘ would not even look at CHCl.” 

The author reports 2 chloroform deaths. One 
patient died during the induction of anesthesia 
for an adenoid operation and the other, a healthy 
child, from acidosis following narcosis for an X-ray 
photograph of a deformed foot. 

If death occurs under ether it is justifiable to 
assume that the patient was either in extremis or 
that some technical difficulty arose which might 


have been foreseen. Furthermore, death does not ~ 


occur from acidosis after ether. 

Great improvement has been made in the method 
of giving ether, soethat today every type and degree 
of anesthesia which can be induced with chloro- 
form can be obtained equally well with ether. The 
author contends that ether is the proper anesthetic 
for operations upon the nose and throat. Any degree 
of anesthesia can be produced and continued with 
ether alone. 

The author describes his technique for inducing 
anawsthesia and discusses light and deep anesthesia 
and the methods for preventing blood from passing 
into the pharynx and larynx. 

In the discussion of Smithies’ paper Tilley stated 
that in anesthesia there are two points to consider. 
The first and most important is the patient’s safety 
and the second the convenience of the surgeon. 
With regard to the first Tilley is of the opinion that 
no one will dispute the contention that ether is 
safer than chloroform or any mixture in which 
chloroform is an important constituent. He has 
seen 11 deaths under chloroform anesthesia, 3 of 
them in his own practice. Two occurred before the 
operation had been begun. In each instance a com- 
paratively trivial operation was to be performed 
and the patient was comparatively healthy. After 
an experience of this kind one turns to any method 
of anesthesia which promises to eliminate such 
disasters. 

The worst danger of chloroform is that one can 
never foretell when a calamity will happen. It 
is true that a little more oozing occurs during opera- 
tions under ether, but it takes place when the sur- 
geon is there to deal with it and while the anesthetist 
is present. Under chloroform anesthesia the blood 
pressure is lowered and there is very little bleeding, 
but later, when the blood pressures rises, some 
point which would have been evident if ether had 
been used, may begin to bleed. In the case of a 
child it may be necessary to induce anaesthesia 
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Sir St. Clair Thompson reported 3 deaths and 
stated that according to his observations neither 
the operator’s technique nor that of the anesthetist 
seemed to account for the fatality. In the 3 cases 
the postmortem examination was made by an 
independent pathologist and status lymphaticus 


was found in all. IsABELLA HERB. 


Rogers, J. B.: The Effect of Ether Anzsthesia and 
Subcutaneous Injections of Ether on the Cir- 
culating Leucocytes. Am. J. Surg., 1920, xxxiv, 
Anes. Supp., 46. 

Rogers found that there is a rise in the leucocyte 
count in dogs following ether anesthesia or a sub- 
cutaneous injection of ethtr. The dogs were not 
operated upon but simply anesthetized and there- 
fore any change resulting must be attributed to the 
ether. 

The relation between the polymorphonuclear 
leucocytes and the mononuclear cells varied but 
slightly. The average white cell count before an- 
zsthesia was 12,711. Of these, 38.8 per cent were 
mononuclear and 61.2 per cent polynuclear cells. 
One half hour after the anesthesia the average white 
count was 16,085. Forty per cent were mononu- 
clears and 60 per cent polynuclears. 

In rabbits the average count before anesthesia 
was 11,875 cells, 46 per cent of which were mononu- 
clear cells and 54 per cent polymorphonuclear cells. 
After anesthesia there were 11,750 cells and of 
these 37 per cent were mononuclears and 53 per 
cent polymorphonuclears. R. B. Betrman. 


Savignac, R., and Vidal, J.: Changes in the Rectal 
Mucosa following Narcosis by Intrarectal 
Etherization (Alterations de la muqueuse du rec- 
tum 4 la suite de la narcose par éthérisation intra- 
rectale). Arch. de mal. de l'appar. digest., 1920, x: 
428. 


Intrarectal etherization causes a slight and 
temporary rectitis which disappears spontaneously 
within a few days. 

The more serious changes which have been re- 
ported may be attributed to the use of a technique in 
which a high dosage of ether is employed or to the 
presence of a lesion of the rectum. 

A patient who is believed to have a rectocolic 
affection should be subjected to intrarectal etheriza- 
tion only after a careful proctoscopic examination of 
the mucosa of the rectum and sigmoid. 

W. A. BRENNAN. 


Griffiths, G.H.C.S.: Novocaine Anesthesia; Some 
Disadvantages from a Surgical Standpoint. 
Lancet, 1920, cxeviii, 960 


In the induction of local anesthesia strict aseptic 
methods must be observed particularly in the 
preparation and administration of the solution. 
Perfect anesthesia is obtained with a 0.5 per cent 
solution of novocaine with 5 minims of adrenalin 
to the ounce. Shortly before the operation the 
patient should be given a hypodermic injection of 
1/150 gr. of scopolamin and 1/6 gr. of omnopon. 





The infiltrated tissues which have been blanched 
by adrenalin distort the anatomical picture and often 


confuse the operator. Hemorrhage varying from 
an extensive ecchymosis to a fair-sized hematoma 
is not uncommon. The vasoconstriction caused 
by the adrenalin is undoubtedly responsible for 
most of the local bleeding. The author advises that 
the adrenalin be withheld or that the hemostasis 
be made more complete. Bleeding is more com- 


SURGERY OF THE 


e 
HEAD 


Cathey, G. A.: The Surgical Treatment of Intra- 
cranial Pressure. Northwest Med., 1920, xix. 126. 


Cathey makes a linear incision extending from 
the juncture of the middle and posterior thirds of the. 
zygoma to the parietal crest. The skull is opened 
with a burr at the lower angle of the wound where the 
bone is thinnest. With rongeurs a large elliptical 
The dura is then cut so 


opening is made (Fig. 1). 
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mon in patients who are given novocaine without 
adrenalin than in those who have received a general 
anesthetic. A serous discharge from the wound 
occurs in practically all cases. 

Retention of urine is more common after local 
than after general anesthesia and complications, 
such as coughs and bronchitis, following local anzs- 
thesia are equal those following general anesthesia. 

A. J. SCHOLL, Jr. 


HEAD AND NECK 


that a flap with its base downward (Fig. 2) is formed. 
This flap, which contains one of the branches of the 
middle meningeal artery, is then turned down and 
sewed in a tubular fashion around a grooved direc 
tor (Fig. 3). The dural tube thus formed is forced 
into the substance of the temporal muscle beneath 
the zygoma and acts as a permanent drain. The 
remaining dura is cut in a stellate manner and the 
flaps turned out over the opening in the skull and 
stitched to the epicranium (Fig. 4. D, D'). 

In this manner re-formation of the skull is pre 
vented. Bone oozing is controlled with wax, and 
bleeding from the dura during the operation is 
checked with silver clips. The wound is closed 
around two gutta percha drains, one extending down 
between the dura and the base of the brain and the 
other between the muscle and fascia layers. These 
drains are removed after forty-eight hours. 

The advantages of the operation are that it 
establishes permanent drainage and a permanent 
decompression. R. B. Bettman 


Symonds, C. P.: Cerebral Tumors and the Indica- 
tions for Their Surgical Treatment. (1 
Hosp. Gaz., Lond., 1920, XxXxiv, 154. 


The clinical symptoms of cerebral tumors de 
scribed in the text-books—viz., headache, vomiting. 
and optic neuritis—usually appear late in the 
course of the disease. They indicate an increase in 
intracranial pressure which may be due to a large 
mass within the cranial cavity or in such a position 
as mechanically to obstruct the outflow of cerebro 
spinal fluid. It is found that the operative mortalit) 
is much lower when the condition is diagnosed carl, 
and an operation is performed at once. An endeavor 
should be made, therefore, to determine the locatio: 
of the tumor before the classical symptoms appear. 

The indications for operative interference and th: 
choice of the operation depend upon the site an 
type of the tumor. The early signs indicating the 
site are of greater value than the late signs as th 
latter are often masked by signs of increased intra- 
cranial pressure. 

The two types of tumor most commonly found 
are gliomata and endotheliomata. The gliomat« 
arise from the substance of the brain and var 
greatly in their rate of growth. They grow more 
rapidly and are removed with greater difficulty than 
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endotheliomata which, being of meningeal origin, 
are usually easily and successfully removed. Endo- 
theliomata show but few signs of malignancy. 

In attempting to determine the location of intra- 
cranial tumors attention should be given to the 
sensory changes, especially the sense of position, 
the ability to recognize objects by their size and 
shape, and the appreciation of differences in the 
intensity of pain and temperature stimuli. The 
localization of tumors in various specific areas of the 
brain is discussed in detail. G. S. Foutps. 


Hanson, A. M.: A Report of Wounds Involving the 
Head and Spine Cared For at Evacuation Hos- 
pital No. 8, A. E. F. Mil. Surgeon, 1920, xlvi, 414. 


The various injuries of the head and spine, the 
operations performed, and the mortality are sum- 
marized as follows: 


Scalp Wounds No. 
Scalp only........... 
PI oc citaiciecnilan iis. cs crete wwe — ° 

Skull Fractures with Intact Dura 
NIN oo sc ca cceseescuasecens 102 
eee 3-9 

Craniocerebral, Sinus, and Craniosinus : 

Injuries 
LSS ee eee 89 
ee ee ee 

Spinal Injuries 
Bony spine only............... nxn «86S 
ce, te 

Injuries of Spine and Cord 


Per cent 


Operative deaths................... 
Operations 
Excision of scalp with exploration of 
“RR a een ele neem 213 
on, a 
Trephinations of the skull. . 
Mortality........... Paleraspeedoyindin 31.4 
Decompressions.................... 15 
Mortality........... Seah Stetina wages 21.4 
Laminectomies........ San 
I asa eciiieuiinn a cave ows dies ’ 72.2 


w 
N 


In cases of depressed fractures and cases in which 
an opening had been made by a missile the skull was 
trephined after examination of the scalp and the 
wound swabbed with ethyl-alcohol. The surgeon’s 
gloves and instruments were then changed and 
sterile towels were clipped to the edge of the wound. 
The patient was requested to cough in order to cause 
the extrusion of the pulped brain and bony frag- 
ments. After this a soft rubber catheter was passed 
through the dural opening to search for other pieces 
of bone, steel fragments, or bullets, and when these 
were located they were removed with an esquillec- 
tomy forceps. From time to time the track was 
irrigated with tenth-normal saline solution to re- 
move débris and pulped brain tissue. As the 


catheter was removed a small quantity of ethyl 
zleohol was injected. The wound was then swabbed 
again and the scalp closed in two layers with inter- 
rupted sutures of No. 2 chromic gut. Small tears in 
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the sinuses were repaired with muscle graft and large 
tears with a portion of pericranium. 

The author summarizes his conclusions as follows: 

1. All injuries of the head should be operated 
upon under local anesthesia and as early as possible. 

2. Excision of the scalp and exploration of the 
skull should be done in all cases of scalp injury. 

3. Foreign bodies should always be removed if 
possible, the scalp should be closed in two layers, 
and the patient should not be moved for six weeks 
if suffering from cerebral injuries. 

4. Spinal injuries with severance of the cord 
should not be operated upon and a patient with 
such injuries should never be catheterized. 

5. The high mortality in spinal cases is due to 
complicating abdominal and chest injuries. 

Louis HANDELMAN. 


Bellin and Vernet: The Extraction of, and the 
Routes of Approach to, Foreign Bodies in 
the Pterygomaxillary Fossa and the Base of 
the Brain (Sur ]’extraction et les voies d’abord des 
corps étrangers de la fosse ptérygo-maxillaire et de 
la base du crane). J. de chir., 1919-20, xv, 616. 


The authors report three cases in which a foreign 
body was extracted from the pterygomaxillary 
fossa, the retrostyloid region in front of the atlas, 
and the prevertebral region respectively. They 
have not been able to find any case recorded in 
the literature in which a foreign body was extracted 
from the pterygomaxillary fossa. 

As ligation of the internal jugular at this level is 
almost impossible and as obliteration of the lateral 
sinus is not dangerous and suppresses the venous 
circulation in the internal jugular as far as the thyro- 
linguo-facial] trunk, the latter would seem to be the 
best possible method of obtaining hxmostasis. 
It was not practiced, however, in the three cases 
reported, tampons only being used, with ligation of 
the internal carotid when necessary. 

In two cases the foreign body was approached by 
the classical retrosternomastoid and the presterno- 
mastoid routes. In the case in which the projectile 
was in the pterygomaxillary fossa there were 
several possible routes of approach but the trans- 
sinusomaxillary route was chosen. By resecting the 
external part of the tuberosity of the maxilla 
(the infero-external wall of the sinus) the authors 
succeeded in extracting a large foreign body. The 
resection of the postero-superior wall of the sinus 
was the most extensive possible. The use of this 
route does not leave an ugly scar, the incision closing 
primarily or secondarily as in the Caldwell—Luc 
method. Drainage is obtained through the nose. 
The branches of the facial nerve are not affected. 

W. A. BRENNAN. 


Towne, E. B., and Goethals, T. R.: Finger Explora- 
tion of Gunshot Wounds of the Brain.” Ani. 
Surg., 1920, |xxi, 531. 

An unselected series of 28 brain wounds in a for- 
ward hospital were treated upon the theory that the 
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problem involved was complete removal of con- 
taminated brain, blood-clots, hair, cloth, bone, and 
metal so that primary suture might result in clean 
healing. The method adopted was to remove the 
brain and clot by suction and irrigation and then 
with fine forceps extract bone and metallic frag- 
ments detected (if the cavity was sufficiently large) 
by a gentle palpating finger. If necessary, the hole in 
the dura was enlarged. In some cases this finger 
technique, which was always preferred if possible, 
was contra-indicated by the small size of the tract 
in the brain substance or the awkward situations of 
the wounds caused by the passage of the missile 
through the deep nasal sinuses. In such cases the 
cleaning was done as well as possible with a catheter 
and forceps. 

The entrance of a foreign body into the brain 
tissues causes irreparable damage to a more exten- 
sive area than that involved in the actual track of 
the foreign body, and this cavity is further broad- 
ened by hemorrhage. Hence the size of the metal- 
lic fragment or the dural aperture is not a true index 
of the wider area of damage represented by the 
brain cavity. 

If such a cavity is not over 7 cm. deep and is large 
enough to admit a finger, cleaning with the forceps 
under careful finger control gives absolute insur- 
ance against sepsis and only very rarely causes 
increased cerebral trauma. 

The cleansing of such a cavity by Cushing’s 
method of catheter palpation is sometimes not com- 
plete and therefore does not prevent sepsis. Cush- 
ing’s method moreover requires a prolonged oper- 
ation and is successful only in the hands of those 
who have had large experience. H. A. McKnicur. 


Harris, W.: A Clinical Lecture on Chronic Par- 
oxysmal Trigeminal Neuralgia and Its Treat- 
ment. Brit. M.J., 1920, i, 693. 


This paper is based on an analysis of the records 
of 312 cases of trifacial neuralgia seen by the author 
in a period of twelve years. 

In the large majority of cases the disease was 
unilateral and affected chiefly the second and third 
divisions of the fifth nerve. In a small number of 
cases the supra-orbital branch was involved, but was 
seldom affected alone. 

The pathology is somewhat obscure. No organic 
changes are discoverable in the nerve centers of the 
brain, the gasserian ganglion, or the main branches 
of the fifth nerve. However, in view of the fact that 
efficient interruption of the afferent sensations over 
the affected branches of the nerve gives instant re- 
lief, the author concludes that the neuralgia is 
caused by stimuli affecting the nerve endings at 
their periphery. The theory is advanced that such 
stimuli are due to a septic neuritis of dental nerve 
filaments, the result of caries, pyorrhoea, or peri- 
apical abscesses. It is pointed out that no other 
nerve is so liable to chronic infection of its branches. 
Such infection may persist in the filaments in the 
jaw long after the focus has been removed. A num- 


ber of cases were observed in which the pain began 
immediately after dental operations or antral ab- 
scess. 

In the series of 312 cases, 62 per cent of the pa 
tients were women and 38 per cent men. In in- 
stances of unilateral involvement the right side of 
the face was affected in 62 per cent of the cases and 
the left side in 38 per cent. It is not clear why the 
right side is more often affected than the left and 
no information is available as to the relative fre- 
quency of dental pathology on the two sides. Other 
causes of the condition mentioned are severe chilling 
of the face, emotional shock, and blows upon the 
face or jaw. In some cases the onset was apparently 
cryptogenic. Sometimes the initial attack was very 
sudden and severe, while in other instances its de- 
velopment was insidious and it increased in severity 
gradually. 

The age of onset varied from 17 to 85 years. In 
13 cases the condition began before the age of 30. 
The average age of onset in 205 cases was 50 years. 
A considerable interval often elasped between the 
onset and a recurrent attack. Such intervals 
ranged from a few months to thirty years. 

In 5 cases heredity was apparently a factor. Al- 
though severe chilling of the face may have pre- 
ceded the onset, the patients experienced no special 
immunity during hot weather. Three patients were 
able to foretell an impending attack; the warning 
was described as a burning on the top of the head, 
constipation, a sensation as of swelling of the gums, 
and a shivering along the cheek. Such prodromal 
symptoms were observed from several days to a few 
minutes before the attack. 

In the treatment of this condition little has been 
accomplished by drugs and the author now confines 
his treatment to two methods: (1) gasserectomy; 
(2) alcohol injection of the nerve trunks or the 
ganglion. The former is never attempted until 
alcohol injections have been tried. During the last 
ten years injections were made into the gasserian 
ganglion through the foramen ovale in 63 cases and 
in 31 of these the anesthesia has remained total 
and there has been no recurrence of pain. When the 
ganglion is only partially infiltrated the third divi- 
sion will be totally anesthetized but the anesthesia 
of the first and second divisions passes off quickly 
and pain is apt to recur within a year. If the gan- 
glion is totally destroyed keratitis is prevented by 
strapping the lids closed during the operation and 
flushing the conjunctival sac twice daily with 
boric acid solution. 

In the cases of 25 patients with bilateral involve- 
ment injections have been given on both sides, either 
simultaneously or at different times. Bilateral 
extirpation of the ganglion cannot be done because 
the motor branches of the fifth nerves are destroyed 
and jaw-drop results. Bilateral injections 0! 
alcohol, however, can be given as the destruction is 
less complete and the motor fibers are regenerated. 

Before the injection of alcohol is made the 
surgeon must be certain that the needle has reached 
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the nerve or ganglion accurately. If the needle is 
properly engaged, a few drops of 2 per cent novocaine 
will anesthetize the field of distribution of the nerve. 
The author states that the results obtained by 
alcohol injections are very satisfactory. The relief 
from pain rarely lasts less than twelve months and 
in the majority of cases continues from two to 
three years. One patient has been free from symp- 
toms for nine years after injections into the nerve 
only. T. D. Moore. 


Carter, W. W.: Humped, Hooked, and Bulbous 
Noses; Their Etiology and Treatment. Med. 
Rec., 1920, xcvii, 872. 


The aquiline nose in its exaggerated form con- 
stitutes a deformity which may be corrected only by 
operation. 

The traumatic variety of this deformity, fre- 
quently seen in football players, is caused by an 
overgrowth of cartilage and bone. The hereditary 
variety is due to upward growth of the nasal septum. 
By this upward growth the bridge of the nose is 
forced out, and, as a consequence, the tip sags 
downward and becomes hooked. 

In the hereditary type a submucous resection will 
prevent the deformity if it is done at the right time. 
In two of the author’s cases in which there was a 
family tendency toward a hooked nose a nose of this 
type has not developed following the resection. 

In the traumatic type a more extensive operation 
in which parts of the nasal processes of the superior 
maxilla are removed is usually necessary. If the 
nose is too long, a fan-shaped piece removed from 
the septum will shorten it. After the operation the 
nasal cavities should be lightly packed with sterile 
vaseline gauze and a properly padded copper splint 
should be applied and left on for four or five days. 

The author has operated upon 50 cases by these 
methods with most satisfactory results. 

M. H. Hosarrt. 


Eby, J. D.: The Principles of Orthodontia in the 
Treatment of Maxillofacial Injuries. Jnter- 
nat. J. Orthodont. & Oral Surg., 1920, vi, 273. 


The author describes a number of cases treated 
at the Walter Reed General Hospital at Washing- 
ton, D. C., where the principles of orthodontia were 
applied in the treatment of injuries to the jaws and 
face. He gives two classifications of fractures of 
the mandible: 

1. The French classification, according to which 
the mandible is divided into sections to which the 
depressing and elevating muscles are attached. This 
divides them into: (1) interdepressor, (2) pre-eleva- 
tor; (3) interelevator; and (4) postelevator fractures. 

2. A classification by which the mandible is di- 
vided anatomically. This classifies fractures into 
Classes 1, 2, and 3. or fractures through the sym- 
physis, the body, and the ramus respectively. 

In his description Eby uses the first classification 
mentioned and illustrates by roentgenograms and 
photographs fractures through the various regions 
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of the mandible and similar cases in which there was 
loss of substance at the site of the fracture in those 
regions. In the treatment of the latter group vari- 
ous methods of grafting were employed, such as the 
use of grafts taken from one stump and wired to 
the opposite stump, grafts taken from various parts 
of the body, such as the anterior superior spine of 
the crest of the ilium, osteoperiosteal grafts from the 
tibia, rib grafts, and an ox-bone graft. 
Louis ScHULTZ. 


Waldron, C. W., and Risdon, E. F.: Mandibular 
Bone Grafts. Internat. J. Orthodont. & Oral Surg., 
1920, Vi, 319. 

The authors advocate the use of mandibular 
bone grafts in cases of pseudarthrosis due to loss of 
bone with consequent separation of fragments. 
The operation should be delayed at least six months 
or more after the complete disappearance of all 
inflammatory phenomena. The bone grafts should 
include both periosteal and endosteal surfaces so 
that full advantage may be taken of their osteo- 
genetic activity and osteoconductive properties. 
Dental splints with interlocking devices should be 
cemented to the teeth at least one week before the 
operation. 

Rectal oil-ether anesthesia supplemented when 
necessary by ether administered intrapharyngeally 
should be employed. The ends of the fragments 
should be exposed and the periosteum elevated 
from their external, internal, and inferior sur- 
faces for a distance of about 2 cm., care being taken 
to avoid perforation into the mouth cavity. The 
fragments must be trimmed back to bleeding 
healthy bone, a ledge being left above which will 
afford additional surface contact between them and 
the graft. This is best accomplished by the use of 
Friesner’s mastoid rongeur forceps and Lane’s 
gouge forceps. Holes should be drilled in the frag- 
ment and two short lengths of Belgian iron wire 
passed through them. A graft of suitable size may 
be cut from the tibia, a rib, or the iliac crest. Holes 
should be drilled in each end and the graft wired 
to the fragments. The authors prefer a graft ob- 
tained from the iliac crest. After the wound is 
closed the patient must be kept on a liquid diet 
for a few days. The splints should be left in posi- 
tion, keeping the mouth closed, for two months. If 
the posterior fragment is not controlled the mouth 
must be kept closed for three or four months. Dur- 
ing this period, however, the splint pins may be 
removed from time to time and the mouth opened 
for examination. Louis SCHULTZ. 


Butler, T. H.: The Ring Magnet. 


1920, xlix, 247. 


Arch. Ophth., 


The author describes the ring or Innenpolmagnet 
and its use, discussing also its several advantages 
over the Haab magnet. During the past three years 
the Mellinger ring magnet has come into more gen- 
eral use and in the British Empire is rapidly dis- 
placing the Haab type. 
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The ring magnet, so-called, is a scleroid or an 
apparatus for creating a magnetic field. The 
magnetic force at the center of the ring is expressed 

2m7ni2 
by the formula —>>— 
of coils, i=the current in absolute units, and r= 
the radius of the coils. If a coil of soft iron is placed 
within the coil the magnetic field is greatly intensi- 
fied. 

The Haab type of magnet is apparently more 
powerful than the Mellinger, but the latter has the 
following advantages: 

1. The operation can be performed when the 
patient is in the recumbent position. 

2. The necessity for changing the patient from 
the sitting to the recumbent position after the 
foreign body has been brought into view is elim- 
inated. During this manoeuvre, which is necessary 
in the Haab operation, the fragment often changes 
position and is lost to view. 

3. There is no necessity for the use of a hand 
magnet. 

4. The power of the magnet is concentrated at the 
center of the ring where the eye is placed. 

5. The operation is performed upon a motionless 
patient with rods which admit of the most delicate 
manipulation, a far different proposition to man- 
ceuvering the patient’s head before a large magnet. 

6. All operations are performed upon the open 
eve in an excellent light) When other magnets 
are used only side vision is possible. 

7. The force used is under absolute control so 
that the most delicate and accurate procedures are 
possible. W. F. Moncrerr. 


in which n=the number 


NECK 


Frazier, C. H.: The Principles Underlying the 
Treatment of Toxic Goiter. Pennsylvania M. J., 
1920, XXiil, 437. 

Every patient with signs of incipient thyrotoxico- 
sis should be subjected to an intensive examination 
in order that predisposing factors may be eliminated. 
Proper treatment of pyorrhoea, infected tonsils, 
or stasis may avert subsequent disease. Mental and 
physical therapy should be given to prevent fatigue. 
In the mildly toxic type of goiter developing during 
adolescence supervision as to the hours of work and 
sleep and restriction of studies may be all that is 
necessary. In the mildly toxic type of adenomatous 
goiter operation is a procedure of choice rather than 
of necessity. A grave toxicosis due to adenomata, 
however, necessitates resection eventually. In 
cases of beginning hyperplastic goiter there is great 
advantage in operation. In the degenerative, 


atrophic, or terminal stage of a hyperplasia there 
is no justification for the removal of the gland tissue. 

In operations upon toxic goiters nitrous oxide is 
the anesthetic of choice. In ligation the superior 
pole should be ligated as well as the superior thyroid 
artery. Ligation is of merely temporary value. If 
only one lobe is involved the total removal of the 
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lobe and the isthmus, and, in some cases, the liga- 
tion of the superior pole of the remaining lobe is 
the operation of choice. If both lobes are involved, 
a partial resection of both, leaving behind a strip 
of tissue in the posterior aspect of each, should 
be done. M. H. Kany. 


Honeij, J. A.: Cervical Ribs; with Presentation of 
Cases and a Bibliography. Surg., Gynec. & Obst. 


1920, Xxx, 481. 


According to Honeij, all the symptoms of cervical 
ribs may be present in the absence of cervical ribs 
and in some cases in which cervical ribs are dis- 
covered no symptoms are presented. 

In studying a group of cases presenting positive 
symptoms of cervical rib in the absence of cervical 
rib the author found large, irregular transverse 
processes of the seventh cervical vertebra and a very 
narrow space between this vertebra and the first 
thoracic rib. On the other hand, in certain cases of 
true cervical rib the costal space was so wide that 
pressure on the nerves and blood vessels was im- 
probable and consequently could not give rise to 
symptoms. Cases with curvature of the spine 
and relatively insignificant pressure, transverse 
processes, or rudimentary ribs, however, may show 
very severe symptoms. 

Keen classifies the symptoms as follows: 

1. Local symptoms: tumor, pressure pain, etc. 


2. Nervous symptoms (more frequent than 
vascular). 
3. Vascular symptoms: pulsations, ischemia, 


gangrene, cedema, thrombosis, aneurism. 

4. Muscular symptoms: wasting, loss of power, 
easily induced fatigue, dysphagia, scoliosis. 

Cases have been reported in which the symptoms 
resembled Pott’s disease, Raynaud’s disease, hyper- 
thyroidism, or aneurism, and others in which there 
was a Klumpke-Déjerine paralysis. The reports 
of cases with various forms of neuritis are more 
numerous than those of cases with vascular dis- 
turbances. In many instances there are trophic 
and vasomotor affections. In others, muscular 
atrophy and sensory disturbances develop, while in 
still others there is atrophy of only the hand muscles. 
In two cases of cervical rib reported in the literature 
a history of hereditary syphilis was given. 

Conditions in which the symptoms may be mis- 
taken for those of cervical rib are: 

1. Conditions resulting from disease or trau- 
matism; pulmonary apical tuberculosis; callus form 
ation from fracture of the first thoracic rib or 
clavicle. 

2. Tumor growths: glands, aneurism, enlarged 
thyroid. 

3. Scoliosis, unilateral compression. 

4. Abnormalities of the first thoracic rib or 
clavicle. 

5. Inflammatory conditions: transitory torti 
colis of the shoulder joint; occupational] neuritis. 

6. Exostosis of transverse processes; scalene 
attachment; localized myositis ossificans. 




















In some cases of cervical rib treated by operation 
dense postoperative scar-tissue formation has given 
rise to all the previous symptoms of cervical ribs and 
in some instances these symptoms are even more 
severe than before the operation. 

Reports in which accidents are given as a cause 
of the symptoms of cervical rib are frequent in the 
literature. Muscular effort, bony compression, in- 
flammation, and, in elderly persons, change in 
posture with forward or lateral bending of the 
vertebral column associated with tissue changes 
may all give rise to symptoms when either cervical 
ribs or enlarged transverse processes are present. 

In most cases of cervical rib the symptoms de- 
velop between the ages of 20 and 30 years, but age is of 
little importance in diagnosing the condition unless 
the associated lesion and the cause of the symptoms 
are known. 

Cervical ribs are found more commonly in fe- 
males than in males, but there is a divergence of 
opinion as to the exact ratio. 

The majority of authors are agreed that as a rule 
cervical ribs are bilateral. In Honeij’s cases, how- 
ever, the same changes were rarely seen on both 
sides. This fact and the fact that the symptoms are 
usually unilateral would seem to indicate that the 
general opinion is incorrect. 

Keen states that a cervical rib is only an abnor- 
mal deviation of a normal portion of a vertebra. In 
the cervical, the lumbar, and even in the sacral 
region there is a representation of that which in the 
dorsal region is fully developed into a normal rib. 
It is well known that the variations in the last three 
thoracic ribs and the transverse processes of the 
lumbar region are greater than those in the cervical 
region. Therefore it has been thought that the law 
of compensation plays a part, so that, broadly 
speaking, when the twelfth thoracic ribs are absent 
seven cervical ribs are provided. 

Tredgold believes that the formation of additional 
ribs is due to the persistence of a primitive type and 
that a decrease in the number of ribs is simply a 
stage in the progressive change which is seen to 
occur throughout the animal kingdom. A gradual 
but marked reduction takes places in the total 
number of ribs as we rise in the animal scale. 

Gruber divides cervical ribs into four classes 
mainly according to size, and therefore growth, as 
follows: 

Class 1. Those consisting of only a node which 
does not extend beyond the lateral dimensions of 
the transverse processes of the vertebrz. 

Class 2. Blunt projections of bone 4 or 5 cm. in 
length. 

Class 3. Ribs which extend far enough forward 
to articulate with the first rib or even to be attached 
to the sternum by a ligamentous band. 

Class 4. Complete ribs having vertebral origin 
and costosternal cartilage. 

In this article Honeij presents a series of cases 
which he divides into two classes: those which may 
be considered cases of true cervical ribs, articulating 
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like the thoracic ribs with the transverse processes, 
and those which may be considered cases of only 
rudimentary ribs. The first group includes 9 cases. 
In 1 case a_ positive diagnosis was made. 
In 3, there were no indications or symptoms of 
cervical rib even after the condition had been deter- 
mined. In the remaining 5 cases the diagnosis had 
not been made although some of the symptoms 
were referred to the cervical region. In 3 of the 
cases a diagnosis of questionable pulmonary tuber- 
culosis was made in addition. In 2 cases the ques- 
tion as to whether the rib was a rudimentary first 
thoracic rib was debated for some time. 

Twelve cases belonged to the second group. Two 
are of especial interest. In 1, the rib was removed 
at operation. In view of later findings, it is not 
probable that the symptoms thought to be caused 
by pressure on the nerves by the seventh cervical 
ribs were due to the rudimentary processes. Malig- 
nant disease was found, the tumor mass being situ- 
ated in the right axilla where it exerted pressure on 
the brachial plexus. Three patients gave a history 
of a tingling sensation in the left hand and numb- 
ness, but a diagnosis of cervical rib was not made 
or justified. 

In 2 cases a cervical rib was suspected and in 1 
of these the hands were cold and blue as far as the 
wrist and lacked sensation. The patient was 14 
years of age and there was no history of trauma. 

One patient, a man of 24, was injured while 
wrestling. An injury to the shoulder was suspected 
but radiological examination showed the joint to be 
within its normal limits. 

In the last 5 cases of the series there were no 
symptoms, the condition being found on examina- 
tion of the lungs in 4 cases and on examination of 
the vertebral column in the other. 

Seventeen cases are reported in which the pres- 
ence of cervical ribs was suspected as they pre- 
sented more or less typical symptoms and histories. 
The radiological examination, however, did not 
reveal such a condition. 

Another group of cases reported were 13 cases of 
thoracic rib anomalies. None of these patients had 
symptoms. 

The author describes a specimen cervical rib 
which is in the osteological collection of the Yale 
School of Medicine. Its length is 9 cm., but the 
ventral 4.5 cm. are fused with the upper surface of 
the first rib, the fusion beginning 1 cm. anterior to 
the tuberosities. Although fusion is complete, except 
in the posterior centimeter, the body of the cervical 
rib is demarcated laterally by a slight groove run- 
ning almost its entire length, and medially by a 
shallow groove 1 cm. in length at the ventral end. 
The body of the rib, which posteriorly is 7 mm. in 
thickness and 13 in breadth, tapers ventrally and 
reaches the posterior edge of the groove for the sub- 
clavian artery. On the upper surface an oblique 
groove, 2 cm. in length, runs forward from the 
tuberosity to the medial edge. The head of the rib 
begins 7 mm. laterally to that of the first rib and is 
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rounded. It shows a single articular facet which 
faces upward, backward, and medially, while that 
of the first rib faces somewhat downward. The head 
of the first rib apparently articulated with the centra 
of both the seventh cervical and the first thoracic 
vertebre. 

The neck is 3 cm. in length, somewhat rounded 
near the head but enlarging until near the tuberosity, 
it acquires a breadth of 15 mm. It lies 7 mm. above 
and parallel to the neck of the first rib which it 
resembles in shape, size, and appearance. The 
upper and lower surfaces are rough and porous. 
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Delbet, P., and Girode, G.: The Treatment of Pur- 
ulent Pleurisy by Closed Drainage and Contin- 
uous Aspiration (Traitement des pleurésies puru- 
lentes par le drainage étanche et l’aspiration con- 
tinue). Rev. de chir., Par., 1920, lviii, 1. 


The authors’ treatment of non-tuberculous puru- 
lent pleurisy consists of three stages. In the first 
stage a 12 cm. incision is made near the ninth rib 
and about 6 cm. of the rib are resected. In the 
second stage the pleural cavity is carefully cleaned, 
all accessible false membranes being removed from 
the walls. In the third stage drainage of the cavity 
is instituted by means of a special drain with a col- 
lar at its extremity. The collar is placed in contact 
with the parietal pleura and the pleura, muscles, 
and skin are successively sutured tightly around it. 
Continuous aspiration is obtained by means of a 
special apparatus with a manometer fixed to the 
free end of the drain. 

In draining the pleural cavity the selection of the 
lowest point for the insertion of the drain is of only 
secondary importance. It is the filling out of the 
lung which, acting like the piston of a pump, effects 
the aspiration of the fluids in the cavity. 

In the 16 cases in which the authors used the 
method described there were 13 complete recoveries 
without fistula and 3 deaths. The deaths were due 
to causes other than the pleurisy and were in no way 
attributable to the treatment. 

The advantages of the method described are that 
it drains the pleura perfectly if the cavity has been 
carefully cleaned, empties the pleura by compelling 
the lung rapidly to resume its normal dimensions, 
obviates the necessity for painful dressings, and 
prevents the formation of a fistula. 

W. A. BRENNAN. 


Hathaway, F.: The Immediate Closure of Empy- 
emata. Brit. M.J., 1920, i, 734. 


The method of treating cases of empyema de- 
scribed by the author was practised in King’s 
College Hospital twenty-five years ago under Lister. 
The author’s work is therefore not pioneer work, 
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The tuberosity of the cervical rib is larger and 
more knob-like and prominent than that of the first 
rib and projects more dorsolaterally. The articular 
facet, larger than that of the first rib, is slightly 
convex and triangular in outline, the apex being 
directed medially, and faces backward and medially 
as does that of the first rib. 

In the author’s opinion it is altogether probable 
that a cervical rib of this type would not produce 
motor, sensory, or vasomotor disturbances or inter- 
fere greatly with the apical expansion of the lung. 

G. W. Hocurer. 


THE CHEST 


but he hopes that his results will stimulate others to 
follow the same procedure. Previous experience in 
France proved to him that mere rib resection and 
drainage is not the ideal nor the complete treat- 
ment of empyema. Re-expansibility is far more 
important. This is obtained in two ways: (1) by 
introducing the whole hand into the pleural cavity, 
freeing the lung of all adhesions, and removing all 
fibrinous clots; and (2) by immediate closure of the 
wound. 

Surgery of the chest as practised in France taught 
the surgeon to avoid the “sucking wound.” Why 
then should a sucking wound be made deliberately 
in the treatment of empyema? By the use of an open 
tube the atmospheric pressure in the pleural cavity 
is made greater than that in the collapsed lung. To 
make the lung re-expand as soon as possible a va- 
cuum must be created. Expansion is obtained only 
by immediate closure of the wound after the cavity 
has been filled with fluid. This method will eliminate 
cases of long-standing empyema with collapsed lung 
and persistent sinus which eventually require an 
extensive Estlander operation. There is no reason 
why a pneumococcal infection should not be treated 
in the same manner as a tuberculous infection; in 
either case the open tube invites secondary infection. 

Careful bacteriological studies are essential in 
every case of empyema. If pneumococci or staphy- 
lococci are present the wound may be sutured, but 
if streptococci are found it is advisable to remove the 
stitches and treat the cavity by some open method, 
such as the Carrel-Dakin method, packing with 
gauze, or drainage. 

The operation is done under local anesthesia but 
a little general anesthesia may be required when the 
lung is handled. A sufficient amount of rib is 
resected to allow the introduction of the whole 
hand, either a long portion of one rib or parts of two 
adjacent ribs being removed. After the evacuation ol 
the pus, all fibrin adherent to the collapsed lung 's 
removed and the lung separated from adhesions. 
The pleural cavity is then washed out with flavine 
until the return fluid is clear, when the chest is filled 
with a 2 per cent suspension of iodoform in sterilized 
paraffin. The pleural wound is sewed with 
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catgut, but this procedure is not very important as 
the stitches soon give way. Deep sutures are used 
to close the skin in order to prevent the formation of 
a sucking wound. 

Dressing on the following days will show that the 
wound is bulging as the mixture of pus, iodoform, 
and paraffin is being pushed out of the pleural cavity 
by the expanding lung. An exploring needle is 
introduced daily between the edges of the wound 
and as much fluid is extracted as possible. Bacterio- 
logical examination will show a daily decrease in 
the number of organisms. 

The author has treated by this method nine 
patients whose ages ranged from 55 to 2!4 years. 
Pneumococci were found in all of these cases except 
two. Two were cases of mixed pneumococcal and 
staphylococcal infection and one a case of old tuber- 
culosis. The only failure in the series occurred in the 
case of a very much debilitated man, aged 44, who 
had two big abscesses pointing under the skin. In 
this instance the exploration done by the hand was 
insufficient. At autopsy the lung was found knotted 
at the root. The outcome would have been the same 
if open tube drainage had been established. 

The eight other patients made rapid recoveries. 
The temperature fell at once and the pulse and 
respiration came down gradually. The duration of 
the condition varied from two to six weeks after the 
resolution of the primary pneumonia. 

The author suggests further that a soft piece of 
folded rubber be inserted to permit the gradual 
evacuation of the paraffin and iodoform. This will 
do away with the daily use of the aspirating needle 
and prevent air from entering the pleura while 
it allows the exit of the pleural contents. Since the 
idea occurred to him, however, Hathaway has not 
had an opportunity to test the procedure. 

M. R. Hoon. 


Horsley, J. S.: Benign Tumors of the Breast. 
South. M. J., 1920, xiii, 356. 


The education of the public in recent years re- 
garding cancer has very considerably changed the 
types of tumors of the breast seen by the surgeon. 
Formerly benign tumors were not observed fre- 
quently and by some surgeons even thee were 
viewed with suspicion. Women are now going to 
their physician or their surgeon soon after they dis- 
cover a lump in the breast. They have learned that 
cancer in the early stages in not painful and that a 
lump in the breast is always a serious matter. 

_While it is extremely difficult to diagnose tumors 
of the breast in the early stage, diagnosis is vital 
because many benign tumors of the breast are 
potentially malignant and the chances of curing 
mammary cancer decrease with its growth. 

One of the chief difficulties in classifying tumors 
of the breast is due to their peculiar nature which 
is dependent upon the histologic structure of the 
breast and the marked changes it undergoes during 
the life cycle. At birth the gland consists simply of 
an aggregation of radiating ducts with club-shaped 
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extremities but no real acini. The epithelium of the 
ducts is frequently in an active state of proliferation 
which may cause swelling and pain. No histologic 
change takes place in the gland until the age of 
puberty, when acini begin to develop. The breast 
then enlarges and becomes tender and firm. The 
epithelial elements in the acini and ducts grow 
rapidly and the ducts become intimately surrounded 
by a type of connective tissue which Warren has 
described as clear, almost transparent, rich in 
nuclei, and in marked contrast to the interstitial 
connective tissue of the gland. It is this periductal 
connective tissue which enters largely into many of 
the benign tumors, and because of its intimate 
association with the epithelial elements the latter 
are always present even though the periductal 
fibrous tissue predominates. At pregnancy lactation 
produces another marked change in the breast, and 
at this period the epithelial growth in the gland is 
at its height. The next change is that which ac- 
companies the atrophy and degeneration of age and 
disuse. This change usually begins about middle age 
and occurs particularly in the acini and the inter- 
stitial tissue. 

Practically all benign tumors are well encap- 
sulated and this encapsulation is one of the char- 
acteristics by which they may be differentiated 
from malignant growths. A malignant growth, 
however, may develop in an encapsulated benign 
tumor and extend through the capsule into the breast 
tissue. 

Benign tumors may be classified as: the “blue 
dome cyst,” which was described by Bloodgood and 
is undoubtedly one of the features of chronic cystic 
mastitis; periductal fibroma; periductal myxoma; 
fibro-cystadenoma; papillary cystadenoma; and 
chronic cystic mastitis. 

In operating on benign mammary tumors the 
growth with the adjacent breast tissue should al- 
ways be removed for matrices of other tumors often 
lie in the mammary tissue near a benign tumor. 
The breast should be reconstructed by layers of 
sutures of plain catgut and the skin carefully ap- 
proximated. It is best to make the incision directly 
over the growth, particularly if there is doubt as to 
whether or not it is cancerous. 

The Warren operation of incising the breast along 
its lower margin, dissecting it from the pectoral 
fascia, and removing the tumor from _ beneath 
should be undertaken only when the growth is 
quite plainly benign. Even in such cases, however, 
mistakes in diagnosis occasionally occur. 

The author reports 55 cases of benign tumors of 
the breast operated on between October 23, 1908 and 
September 3, 1919, approximately eleven years. 
As in 4 of these cases there was no microscopic 
section, only 51 are included in the analysis. The 
average age of the patients was 33 years. All of 
them were operated upon for a benign tumor and 
in all of the cases except 3 the operation for the 
benign tumor was the chief or the only surgical 
procedure. In 1 case a hysterectomy was done and 
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a well-encapsulated tumor of the breast was re- 
moved at the same time. The patient died four 
days later, her death being due entirely to the 
hysterectomy. 

There were 9 periductal fibromata, 19 fibro- 
cystadenomata, 16 cases of chronic cystic mastitis, 
2 cases of papillary cystadenoma, and 2 cases of 
simple or blue dome cyst of the breast. 

Malignancy developed later in 2 cases. In 1, 
the microscopic examination of the original benign 
tumor showed a papillary cystadenoma. In the 
other an operation was performed for pain and 
lumps in the outer and lower quadrant of the 
breast. A prompt recurrence took place within a 
few months. A radical amputation was then done, 
but the patient died with metastases in the medias- 
tinum and liver a year later. 

There were also 2 recurrences of benign tumors. 
In 1 case, after a periductal fibroma had been 
removed, a benign tumor which proved to be a 
fibrocystadenoma formed in the same breast. The 
other patient, from whom a fibrocystadenoma was 
removed, was operated upon about three years 
later by another surgeon who removed one large cyst 
and several small cysts. Apparently therefore this 
patient developed a chronic cystic mastitis after 
the primary removal of a single benign tumor. 

G. W. Hocurern. 


Rodman, J. S.: Precancerous Lesions of the Breast 
with Special Reference to Chronic Cystic 
Mastitis. South. M.J., 1920, xiii, 348. 


In devising and carrying out new methods of 
reconstructive surgery it should not be forgotten 
that surgery is still engaged in warfare against can- 
cer and that the results obtained today, brilliant 
as they are when compared to those of four decades 
ago, must still be greatly improved. Figures are at 
times misleading, but it is food for thought that in 
the two years during which we were actually en- 
gaged in war only 76,433 soldiers were killed or 
died of wounds or disease, while during the same 
period 180,000 people died of cancer in the United 
States; that as a cause of death cancer ranks with 
pneumonia, heart disease, tuberculosis, and kidney 
disease. 

One of the organs most frequently attacked by 
cancer is the female mammary gland. It has been 
estimated that about one-third of the total number 
of cancers occur in the stomach and about one-fourth 
in the breast. Therefore, approximately 25,000 
lives are lost annually because of mammary cancer. 

The author recently traced 68 patients who were 
operated upon by his father, the late W. L. Rod- 
man. Of these, 49 (72 per cent) were well three 
years after the operation; 34 (50 percent) five years 
or over; 14 (25 per cent), ten years; and 6 (8 per 
cent), fifteen vears. The great improvement in 


the statistics from those of four decades ago is due 
largely to the development of the radical breast 
amputation. The author believes that as amputa- 
tion of the breast cannot be made more extensive, 
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and as the best available statistics show only 50 
per cent of cures lasting for five years, the results 
can be improved only by operation in the precan- 
cerous stage. There is a time in the history of every 
cancer of the breast when it can be removed com- 
pletely and without even the probability of recur- 
rence or metastasis. It is important, therefore, not 
only to continue educating the public regarding the 
very earliest symptoms of cancer of the breast but 
to go even further and teach them that any abnor- 
mal condition of the breast may be potentially 
malignant and should be carefully watched by a 
physician who thoroughly understands it. 

In 200 consecutive cases of breast disease the 
following conditions were found: 
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From this analysis it will be seen that abnormal 
involution or chronic cystic mastitis is next to 
carcinoma the most common disease of the breast. 
This disease, owing to its varied nomenclature, has 
been so confounded with other mammary condi 
tions that the literature of the subject could not well 
be more confusing. A few of the names under 
which the condition has been described are: chronic 
mastitis, chronic cystic mastitis, general cystii 
disease, hydatid disease (Cooper), fibrous and 
glandular hyperplasia with retention cysts (Whit 
ney), senile parenchymatous hypertrophy (Blood- 
good), abnormal involution (Warren), intra-acinous 
cystic epithelioma (Reclus), and cystadenoma 
(Schimmelbusch). 

The author has accepted Warren’s classification 
of the different types of chronic cystic mastitis 
the cystic and proliferative. In the cystic form the 
changes are predominantly in the stroma of the 
gland. The increased fibrous tissue presses on the 
ducts and leads to the formation of retention cysts. 
In the proliferative form the changes are chiefly in 
the epithelial parenchyma and may be divided into 
three sub-groups: (1) the acinal, in which there is 
an increase in the actual number of acini; (2) the 
proliferative, in which the epithelium is piled up and 
projects into the acini; and (3) the adenomatous, in 
which there is still greater epithelial proliferatio: 
the acini being practically one mass of cells. The 
last type has the most pronounced tendency to 
become malignant. 

Clinically it is quite impossible to distinguish he 
tween the several varieties. The macroscopic appear 
ance of the breast, however. is characteristic. On se‘ 
tion many cysts are seen, ranging in size from that 0! 
the smallest birdshot to that of a walnut. The cys! 
contents also vary widely, the contained fluid being 
sometimes as clear as spring water and again amber 
































colored, greenish, brown, or even black. The breast 
tissue between the cysts is distinctly fibrous, de- 
cidedly whitish in color, and tougher than normal. 
These gross changes are quite unlike those of a 
typical carcinoma, which is gray in appearance and 
much harder, creaks under the knife, retracts and 
is concave after section, and exudes an abundant 
iluid when it is scraped. 

Ordinarily the diagnosis of chronic interstitial 
mastitis is not difficult because of certain fairly con- 
stant characteristics. It occurs in men only rarely. 
Judd reports 11 cases in men in a series of 218 cases 
observed at the Mayo Clinic. The author has ob- 
served 3 cases in men aged 29, 45, and 65 years, 
respectively. 

The majority of cases are those of single women 
or married women who have been sterile or who have 
not nursed their children and have reached the 
menopause. In 100 consecutive cases from the 
author’s clinic the age incidence was as follows: 
10 to 19, 3 cases; 20 to 29, II Cases; 30 to 39, 24 Cases; 
40 to 49, 48 cases; 50 to 59, 8 cases; 60 to 60, 4 cases, 
and 70 to 79, 2 cases. 

All of the author’s patients complained of pain or 
at least a sense of discomfort in the breast. In fact 
this is the most dependable symptom of the disease 
and one that in the majority of instances leads to 
an early diagnosis. Pain is of value especially in the 
differential diagnosis between the disease under dis- 
cussion and carcinoma. In its early stages at least, 
carcinoma is painless. The pain of chronic mastitis 
is usually confined to the breast, though it may ex- 
tend down the arm on the affected side. Judd states 
that it is different from the pain of carcinoma as 
the latter is radiating. The pain is almost always 
aggravated at the menstrual period. Not infre- 
quently there is more or less discharge from the 
nipple. This discharge is often a clear watery or 
straw-colored serum which exudes from the nipple 
or may be made to do so on pressure if the adjacent 
portion of the breast is diseased. In cancer the dis- 
charge is sanious. If it is pure blood, it is significant 


of another pre-cancerous condition, papillary 
cystadenoma. 
On examination the affected breast is found 


to be a trifle larger than the other. Prominence of 
the superficial veins is practically a constant sign. 
Instead of one definite tumor mass as in carcinoma, 
there are several irregular masses which are tender 
on pressure and not adherent to the overlying skin. 
The axillary glands are often enlarged and tender. 
In the operative management of chronic inter- 
stitial mastitis the potentialities of the condition 
must be borne in mind and too much rather than 
too little should be done. It is the author’s belief 
that no one can be sufficiently skilled in recognizing 
the pathology of the condition to say definitely which 
cases are benign and which have become or re apt to 
become carcinoma. Therefore it is his practice to 
have a frozen section of the portion of the gland 
which appears most diseased to the naked eye ex- 
amined immediately by a competent pathologist. 
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It is important to consider the patient’s age in 
deciding upon the type of operation to be performed. 
In young, unmarried women whose chance for hap- 
piness would be lessened by the removal of the entire 
gland, it is justifiable to do a resection provided the 
facts are made known to the patient and she con- 
sents. This plan of course is to be followed only 
when the pathologist reports the growth benign. 

Rodman has removed a large part of the gland 
subcutaneously, several times using the same in- 
cision as that employed in plastic resection by 
Warren’s method. In this way he avoids disfiguring 
the patient and interfering with subsequent 
lactation. 

Whenever it is necessary to remove the entire 
gland he uses the same technique as that employed 
in amputating the breast for carcinoma. This he 
believes is advisable when the patient is over 35 
years of age. G. W. Hocnrein. 


Calcagno, B. N.: Mammary Cancer in Man; Ex- 
tirpation and Axillary Dissection under Local 
Anesthesia (Cancer del mamelon en el hombre. 
Ablacion y vaciamiento axilar bajo anestesia local). 
Rev. de la Asoc. med. argent., 1919, XXxi, 558. 


The cancer described by the author was of the 
scirrhous type and began in the nipple. It was due 
probably to functional inactivity and mechanical 
irritation. The patient was of advanced age and the 
cancer of fairly rapid development, spreading by 
way of the lymphatics. 

The problem of surgical intervention was compli- 
cated by the question as to the type of anzsthesia 
which would be most advisable. The patient was 
over 70 years of age and it was thought that neither 
his heart nor his lungs would tolerate a general 
anesthetic. It was decided therefore to use infiltra- 
tion of a local anesthetic in both the dissection of 
the brachial plexus and the removal of the primary 
focus. The anesthesia of the brachial plexus was 
induced according to Hirschel’s method. The opera- 
tive field was surrounded by two zones of injections, 
one intradermal and the other subcutaneous. Some 
of the solution was introduced also beneath the pec- 
toral muscles. 

Extirpation of the tumor and axillary dissection 
were done according to Halsted’s method. The axil- 
lary tissue and the primary neoplasm were removed 
in one mass without fragmentation. The incision 
was partly closed near the center and large open 
areas were left at both ends. In the axilla and at the 
levelof the nippletwo tubes, each containing 100 mg. 
of radium, were inserted into the wound and left is. 
place for twenty-four hours. 

In the period of convalescence there was an intense 
congestion of the left lung base. The temperature, 
however, returned to normal in four days. When 
the radium was removed an intense redness of the 
neighboring skin was noted and for a few days 
there was a feetid secretion. Later the tissues 


sloughed on both sides of the wound and healing 
followed in due time. 


W. R. MEEKER. 





TRACHEA AND LUNGS 


Hedblom, C. A.: Foreign Bodies of Dental Origin in 
a Bronchus. Ann. Surg., 1920, \xxi, 568. 


It is possible that a large proportion of cases of 
foreign bodies of dental origin in the bronchi have 
not been recorded since of Weist’s 1,000 cases only 
103 were from the literature, the other 897 having 
been collected by personal communication. 

In the past four years at the Mayo Clinic there 
have been 7 cases of pulmonary suppuration follow- 
ing dental operations or trauma. In 2 cases the 
tooth was expelled spontaneously; in 1 it was dis- 
charged through a thoracotomy wound; and in 1 
it was found during the postmortem examination. 
In the other cases no foreign body was found. The 
author reports these 7 cases in detail and reviews 
45 proved cases from the literature. In the 52 
cases the foreign bodies were as follows: 
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The bodies were found most often in the right 
lower lobe. In 26 cases the accident occurred during 
tooth extraction under general anesthesia. 

The symptoms are those which are manifested 
immediately and those due to the prolonged presence 
of the foreign body in the bronchus. Coughing is the 
most common symptom and is frequently associated 
with dyspnoea, cyanosis, wheezy respiration, pain 
in the chest, and nausea. In 7 cases there were no 
symptoms. In 36 cases of the series there was 
evidence of pulmonary suppuration. In the 16 un- 
complicated cases the symptoms were marked in 
7 and not mentioned in 9. The diagnosis was made 
by the X-ray in 5 cases. In 4 cases the foreign body 
was expelled spontaneously; in 10 cases broncho- 
scopic removal was effected. Two patients died fol- 
lowing bronchoscopy and thoracotomy. 

In the 36 complicated cases late symptoms de- 
veloped. Coughing, which was usually associated 
with purulent sputum, was present in 29; hemopty- 
sis in 8; and pain in the chest in 11. In 16 X-ray 
examinations the foreign body was shown in only 
4. In 5, an abscess was revealed, and in 1, limita- 
tion of movement of the diaphragm. Five patients 
were -treated by bronchoscopy, 3. successfully. 
Fifteen were treated by thoracotomy and in 13 
cases the drainage operation for the suppurating 
process was done. 

Three of the 13 patients who spontaneously ex- 
pelled the foreign body died. Nine of the 15 patients 


on whom a thoracotomy was performed made a 
complete recovery; 2 
4 died. 


were greatly improved; and 
The postmortem findings in the 9 fatal 
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cases were empyema, bronchiectasis, abscess, ulcer- 
ated bronchus, and gangrene. 

In making a diagnosis of foreign body in the 
bronchus the history of the case is of first impor- 
tance. A positive diagnosis may be made by means 
of the history, X-ray, or bronchoscopy. In early 
uncomplicated cases bronchoscopy is the best 
method of diagnosing the condition and removing 
the foreign body. If the foreign body is not expelled 
spontaneously, bronchoscopy is the only method of 
treatment to be considered in early uncomplicated 
cases. Thoracotomy should be reserved for cases 
in which there is suppuration. V. C. Henr. 


MISCELLANEOUS 


Moynihan, B.: Surgery of the Chest in Relation 
to Retained Projectiles. Brit. J. Surg., 1920, vii, 
444. 

The author asks, ‘‘What is the fate of patients 
who have received wounds of the chest and who 
harbor a projectile within the thoracic cavity?” 

The evidence of the seriousness of the discomforts 
to which patients of this type are subject is con- 
flicting. Smooth bullets may give as much trouble 
as ragged shrapnel, and sterile missiles as much 
trouble as infected missiles. The location of the 
foreign body apparently has no influence on the 
symptoms. 

In the discussion, of the pathology. the wound o! 
entrance, the pith of the projectile, the condition 
of the pleural surface, and the infectivity of the 
missile are considered. The damage depends upon 
the size and shape of the projectile and its velocity. 
Portions of bone from the ribs or arm and fragments 
of clothing may be carried with the projectile and 
lodged in the parenchyma of the lung. It is miracu- 
lous that more damage is not done to large vessels 
and other vital structures. 

The pathologic changes in the soft parts of th 
lung do not differ markedly from those in other 
parts of the body. When the lung is grasped in the 
hand the path of the projectile may be felt as a 
thickened cord. Sometimes the foreign body is 
partially surrounded by inflammatory elements, but 
complete encapsulation is rare. In some cases there 
is hepatization of the lung in the area surrounding 
the site of the projectile. 

The condition of the pleural surfaces varies widely. 
Adhesions of both pleural surfaces, which usually are 
present, may be filmy or dense and either localized 
or generalized over the whole lung. The lobes o! 
the lung may be adherent to one another, or the 
lung may be adherent to the pericardium, i 
phragm, or mediastinum. 

Of 18 projectiles examined bacteriologically. 7 
were sterile. The bacteria present were staphylo 
coccus aureus, streptococcus-pneumococcus, @n 
coliform bacilli. 

Pain on the affected side is one of the majo 
symptoms. It is described as sticking, stabbing. or 
burning in character, or as a soreness. It is 





























creased in intensity by exertion, but is fairly con- 
stant. The amount or the severity of the pain 
apparently has no relation to the size of the pro- 
jectile, to any previous operative procedure, the 
presence of empyema, restriction of the diaphragm, 
or the physical signs noted. It has been observed, 
however, that in cases of localized adhesions along 
the track of the missile, pain and tenderness are 
especially noticeable. 

Dyspncea is variable in its manifestations. It may 
be present all the time or come on with exertion. 
The degree of distress does not always correspond to 
the deformity of the chest or the amount of physical 
disability. 

Cough, which is frequent, is due to sinuses leading 
to the pleural cavity or lung, infection around the 
foreign body, bronchiectasis, oremphysema. Hemop- 
tysis may occur but is not severe. The expectora- 
tion, which may be frothy, abundant, purulent, and 
offensive, ceases only after the removal of the pro- 
jectile. There is frequently a history of chilliness 
and some rise of temperature in the evening for two 
or three days at a time. Palpitation and pain over 
the heart have been noted. 

The author believes that the danger of pneumo- 
thorax has been greatly exaggerated. Air is intro- 
duced slowly into the pleural cavity and the only 
effect produced is a temporary cessation of respira- 
tory movements. The only serious risk is the possi- 
bility that the opposite pleura may be opened, a 
double pneumothorax being thus produced. 

In many cases pleural adhesions are formidable 
and their removal leads to the belief that they 
might account for much of the discomfort. In 
cases of infection about the foreign body, postopera- 
tive empyema may occur following the stripping off 
of the adhesions. Complete hemostasis should be 
eflected if possible, and if oozing occurs, drainage 
“wi be instituted for not longer than thirty-six 
10OUurs, 

Ether has been the anesthetic chiefly used, with a 
preliminary injection of morphine, scopolamine, 
and atropine. Deep anesthesia is continued and 
oxygen is given under the mask by means of a rub- 
ber tube. The respiratory rate is about normal but 
the excursions are shallow. The essential point is 
to secure anesthesia of a sufficient depth before the 
chest is opened; otherwise a cough ensues. 

In spite of various criticisms the X-ray has proved 
to be of value during the operation. The open 
method must be used in approaching the hilum or 
heart. The X-ray method can not be employed 
when the projectile is too large to be extracted 
between the ribs. The X-ray is the only accurate 
means available to determine the location of the 
loreign body. This is done both by plates and 
screen examinations. 

The advisability of operation is dependent upon: 
(1) the persistence of subjective symptoms, (2) the 
conditions of the foreign body and the lung sur- 
rounding it, and (3) the conditions of the pleural 
cavity. 


GENERAL SURGERY —SURGERY OF THE CHEST 








183 


The method of Petit de la Villéon is used in con- 
junction with the X-ray both in localizing the 
foreign body and in its removal. A small incision 
is made and a special forceps with a blunt end and 
long parallel blades on one side of the hinges and 
short ‘‘crocodile-jaw”’ blades on the other is intro- 
duced. The guidance of the instrument depends 
upon the X-ray. When the image of the blades 
coincides with that of the foreign body the ‘‘croco- 
dile-jaws”’ are opened and the foreign body is 
grasped and withdrawn slowly. Many theoretical 
objections to this operation have been overruled by 
experience, and under certain conditions it is the 
procedure of choice. Contra-indications to its use 
are: (1) the proximity of the missile to the lung 
hilum, (2) the proximity of the missile to the heart, 
(3) the size of the projectile, (4) suppuration around 
the missile, and (5) the presence of other foreign 
bodies than that shown on the screen. 

Marion’s method avoids the production of a 
pneumothorax by fixing the lung to the parietal 
pleura before an incision is made in the lung. This 
is its only advantage and it is not widely employed. 

Duval’s open operation is the most extensive and 
most commonly used of all methods. The exposure 
is made by incising through to a rib, preferably the 
third, fourth, or fifth, and after the costal cartilage 
has been cut through with a dove-tail incision, re- 
tracting the rib with a gauze strip. Pneumothorax is 
produced slowly by making a small incision in the 
pleura. Respiratory embarrassment is thus avoided 
and free exploration of the pleural cavity and mani- 
pulation of the lung are allowed. The foreign body 
may be removed with a blunt forceps or by incision. 
Gentleness in handling the lung lessens the subse- 
quent respiratory distress. The wound must be 
left dry as a small amount of oozing will cause em- 
barrassment in breathing. The complications that 
may occur are hemoptysis, respiratory distress, 
emphysema (surgical), and infection of the wound 
or pleural cavity. 

Operations on the root of the lung are particularly 
hazardous because of its extreme vascularity and 
fixity and the difficulty in distinguishing a foreign 
body from a bronchus. 

In operating on the mediastinum special methods 
have been devised to give ample access: 

1. LeFort’s modification of Delorme’s method 
This consists in making a costal flap with an exter- 
nal hinge and raising the flap by simple elevation or 
by causing a greenstick fracture. The method pro- 
vides ample light and permits complete exploration 
of the thoracic cavity. 

2. LeFort’s method by which an intercostal in- 
cision is made and the supra- or subjacent costal 
cartilages are divided. This gives a working space 
of 12 cm. The incision should be made slightly 
below the level of the foreign body to be extracted. 

3. Duval’s method, which consists of turning 
upward and outward a flap comprising the clavicle, 
the first rib, and the upper outer segment of the 
manubrium sterni. This gives approach to the arch 
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of the aorta, the origin of the carotids, the internal 
portion of the apex of the lung, the brachiocephalic 
trunks, the subclavian veins, and the entire half of 
the superior mediastinum. 

4. Amethod used by Duval in which the sternum 
is divided at the median line and the pericardium is 
incised. This is of advantage supposedly in opera- 
tions on the right heart. 

Whatever the method used the essential require- 
ments are sufficiency of light and the avoidance of 
permanent mutilation. 

In summarizing his experience the author makes 
the following statements: 

Forty-nine patients were treated by operation. 
One died from hemorrhage after the removal of a 
foreign body from the root of the lung, and 1 from 
sepsis following the removal of an infected foreign 
body. Forty-three patients responded to follow-up 
letters as follows: Twenty-four were in perfect 
health and able to do heavy work; 14 still have some 
shortness of breath or are a little better since 
operation; 3 are unable to work at all; 5 developed 
empyema after operation; and in 7 cases blood 
collected in sufficient quantity to require aspiration. 

The protocols of the operations are given in 
detail. O. C. MELSon. 


Wassermann, S.: Mediastinal Emphysema (Das 
mediastinale Emphysem). Wien. klin. Wehnschr., 
1920, XXxiii, 122. 

During the last influenza epidemic the author 
observed in 4 cases swelling in the neck, in the fossz 


supraclavicularis, and in the upper anterior and 
posterior thoracic wall which, because of the crepit- 
us, was recognized as emphysema. Percussion 
elicited tympany all over the sternum, cardiac dull- 
ness being entirely absent. Death occurred in all 
4 cases and 3 came to autopsy. Very extensive pneu- 
monia was found. The mediastinum was filled with 
air; also the connective tissue internal to the sternum 
and external to the pariet1l pericardium. 

The phenomenon which must be considered ex 
tremely unfavorable from a prognostic point of view 
is the over-distention and rupture of the lung al 
veoli resulting from the decrease in the lung tis- 
sue available for respiration. The air gets into the 
connective tissue, creeps along the bronchi to the 
hilus of the lung and the mediastinum, and finally 
reaches the neck and thoracic wall. 

In the literature the following symptoms are also 
mentioned: a peculiar up and down rubbing sound 
(Laennec); a hyperresonant percussion note over 
the lung and the disappearance of cardiac dullness 
(F. Mueller); synchronous cardiac crepitus and 
weakness of the respiratory murmur (Fraenkel); 
and very severe attacks of cardiac stenosis (Fraenkel). 

The cardiac stenosis, which Wassermann also 
observed, is attributed to the involvement of the 
pericardium (irritation of the nerves). Another 
important diagnostic sign is the rapid rate of 
respiration. 

Early diagnosis is facilitated by the X-ray. In 
children mediastinal emphysema occurs quite often 
in bronchopneumonia and pertussis. JasTram (Z). 
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ABDOMINAL WALL AND PERITONEUM 


Biggs, M. H.: Pseudomyxoma Peritonei. Ann. 
Surg., 1920, Ixxi, 619. 

Pseudomyxoma peritonei has received but scant 
recognition by American observers and writers. 
It results from the rupture of a pseudomyxomatous 
cyst of the ovary or appendix, the epithelial cells 
thus discharged being implanted on the peritoneum 
where they produce pseudomucin and tumor 
formation. 

The condition was originally believed to be sec- 
ondary to a cyst of the ovary, but is now known 
to originate also in the appendix. 

Failure of pseudomyxoma peritonei to result 
from rupture of a pseudomyxomatous cyst is ex- 
plained by: (1) the infrequency of rupture of the 
smaller loculi which contain cells that are active 
but firmly adherent to their basement membrane; 
and (2) thinning of the walls of the larger loculi, 
the cells at the point of rupture not becoming 
implanted easily. 

The symptoms are those produced by mechanical 
interference with function. The findings at opera- 
tion vary from a small amount of jelly-like material 


and irritation of the peritoneum to a large quantit) 
of thick, tenacious material and secondary tumor 
formation of the peritoneum covering the abdominal 
viscera. The author describes a fine pebbly appear 
ance of the peritoneum which he considers char- 
acteristic of the early stage of pseudomyxomatous 
development. 

Age should be taken into account in the diagno- 
sis. The lesion occurs in advanced life, after the 
menopause in the female, at a time when many 
other conditions may be excluded. The average age 
of the author’s patients was over 60 years. 

At operation it is important to remove all the 
original growth. When this is done and a careful 
toilet of the peritoneum is made, early cases may be 
cured. 

The author’s conclusions are as follows: 

1. Pseudomyxoma peritonei is much more ire- 
quent than is generally believed. 

2. It is caused by cellular implantation. 

3. Itis histologically benign, but may be clinically 
malignant. 

4. If it is considered a form of cancer, it must be 
assumed that pseudomucin inhibits its destructive 


power. 
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5. It may originate in the ovary or the intestinal 
tract, but ovarian origin is by far the most frequent. 

6. If it is appendiceal in origin, the appendix has 
been the seat of chronic inflammation. 

7. Early invasion of the peritoneum is char- 
acterized by a pebbly appearance. 

8. In early cases the condition is sometimes cured 
and at any stage may be inhib'ted by operation. 


GASTRO-INTESTINAL TRACT 
Burrows, W. F., and Burrows, E. C.: 


Forms of Gastro-Intestinal Tuberculosis. 
ternat. J. Surg., 1920, Xxxili, 142. 


Common 
In- 


Tuberculosis of the gastro-intestinal tract is not 
a rare disease and we now have a definite concept 
of the affection and its pathology, symptoms, and 
treatment. We find that in this affection the 
disease is localized and associated with an atten- 
uated or bovine form of infection. The author dis- 
cusses the condition under the following heads: 

1. Gastric tuberculosis. Gastric tuberculosis is 
an uncommon affection because of the acid reaction 
of the stomach contents, the resistance of the gas- 
tric mucosa, and the rapidity of the evacuation of 
the food from the stomach. When it does occur it 
is usually associated with advanced pulmonary 
tuberculosis and is characterized by symptoms of 
intractible gastric ulcer and marked nutritional dis- 
turbances. The prognosis is poor and the treatment 
is practically that of pulmonary tuberculosis. 

2. Peritoneal tuberculosis. This affection is 
usually secondary to tuberculosis of the pleura, intes- 
tines, mesenteric nodes, and fallopian tubes rather 
than pulmonary tuberculosis. There are three types: 
the miliary, the caseous, and the adhesive. 

In the miliary type of peritoneal tuberculosis the 
abdomen is doughy and distended. A serous or 
serosanguinous exudate is found and tubercles are 
disseminated upon the abdominal and visceral 
peritoneum. The course of the condition is acute. 
Surgery is of little benefit. 

The caseous type of peritoneal tuberculosis is 
associated with a bowel-wall involvement and is 
frequently found in cases of ileocecal tuberculosis 
in which the process has penetrated the wall of the 
bowel and formed caseating tumors with matting 
of the intestinal walls. The course is subacute. 
In favorable cases in which the lesion is limited to 
the ileocecal region excision of the mass with anas- 
tomosis is sometimes practicable. If it is not, the 
prognosis is unfavorable. 

The adhesive type of tuberculosis of the peritone- 
um is caused by the passage of attenuated or bovine 
tubercle bacilli through the lymphatics of the intes- 
tinal wall. It is marked by the usual abdominal 
distention, and by pain, tenderness, a doughy feel- 
ing, and ascites. When the abdomen is opened 
extensive adhesions are found and the omentum is 
usually discovered to be retracted into the upper 
abdomen. In many cases exposure of the abdominal 
cavity to the air or washing it with saline solution, 
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weak hydrogen peroxide, or weak bichloride of mer- 
cury solution effects a cure. 

3. Enteric tuberculosis. This condition is almost 
always an acute process associated with progressive 
pulmonary tuberculosis and general miliary tuber- 
culosis of the peritoneum. It is not suitable for 
surgery. 

4. Appendiceal tuberculosis. Appendiceal tuber- 
culosis is not an infrequent affection. If neglected, 
it may result in the ileocecal type. Surgery has 
given excellent results. 

5. Lleocecal tuberculosis. Lleocecal tuberculosis 
is a subacute, slowly progressing disease marked by 
a mass in the lower right quadrant and usually asso- 
ciated with advanced pulmonary tuberculosis. 
Excision is indicated if the general condition is 
favorable. Otherwise palliative measures with 
short-circuiting of the bowel are all that is feasible. 

6. Rectal tuberculosis. Rectal tuberculosis is 
typically hypertrophic in character and is caused 
by attenuated human or bovine tubercle bacilli. 
Increasing stricture of the bowel is the chief compli- 
cation and usually involves the rectal ampulla and 
the entire circumference of the bowel for a distance 
from 2 to 5 in. In many cases excision with the 
formation of an artificial anus results in a complete 
cure. 

7. Anal tuberculosis. This condition occurs in 
three forms: (1) tuberculous fistula, (2) tubercu- 
lous skin involvement, and (3) secondary tubercu- 
lous involvement of the deeper anal structures. It 
is an uncommon condition which runs a more acute 
course than the rectal and cecal types. The pain 
is more severe and usually is associated with tuber- 
culosis elsewhere. The treatment is operation com- 
bined with treatment of the rectal involvement or 
of tuberculosis in other parts of the body. 

Taken as a whole, the prognosis of gastro-intes- 
tinal tuberculosis complicating pulmonary tubercu- 
losis is not favorable. Louis HANDELMAN. 


Carman, R.D.: The Roentgenology of Tuberculous 
Entercolitis. J. Am. M. Ass., 1920, lxxiv, 1371. 


The roentgen ray furnishes the most certain means 
yet available for the early recognition of tuberculous 
colitis. A lesion in the ileocecal coil, especially if it 
is associated with pulmonary tuberculosis, is 
probably tuberculous. The distal segment of the 
colon is seldom invaded. 

The nodular form of tuberculosis of the intestine 
can scarcely be recognized roentgenologically unless 
it encroaches on the lumen of the bowel. In the 
ulcerative type the roentgenogram shows irregularity 
of bowel contour. In the terminal stages there is 
obstruction. In the fibrous type, which is the ter- 
minal stage of healing tuberculous colitis and 
pericolitis, the roentgen picture is practically the 
same as in the ulcerative type. The three types are 
usually associated to a greater or less extent, de- 
pendent on the stage of the disease. 

The enema is ordinarily employed in the examina- 
tion for tuberculous colitis and is preferable to the 
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ingested meal as it will demonstrate the disease 
earlier. The latter method is used in tuberculous 
enteritis, observations with the screen being made 
from the sixth to the eighteenth hour. 

The roentgenological signs of tuberculous colitis 
are: (1) filling defect; (2) spastic phenomena; and 
(3) obstruction. 

The presence of a filling defect and the localized 
absence of the barium shadow in the caecum and the 
ascending colon are usually indicative of tuberculous 
colitis. The filling defect is the first and most im- 
portant sign and is caused by the ravages of the 
disease plus spasm. Some degree of spasm is asso- 
ciated with many if not all gastro-intestinal lesions, 
and the deformity and narrowing thus caused may 
be visualized in the early stages of the disease when 
there is no gap in the barium shadow of the in- 
gested meal. The irregularity of contour due to 
spasm is of diagnostic value even when the lesion 
itself is not demonstrable. The absence of barium 
from an involved area is due usually to spasm 
or infiltration of the intestine rather than to hyper- 
motility. 

Although the author has found tuberculosis to be 
more frequent in the small than in the large bowel, 
the roentgen diagnosis is less certain in tuberculous 
enteritis than in tuberculous colitis, probably be- 
cause of the physiological and anatomical differences 
between the small and large bowel. Obstruction, 
which is occasionally noted, is not characteristic for 
it is observed also in other pathologic conditions. 
However, the author states that he has noted an- 
other sign which may have diagnostic value, 
namely, delay with irregular filling and segmenta- 
tion of the small bowel, but that further study will 
be necessary to establish this fact. 

J. E. McCorvie. 


Willson, H. S.: Some Observations on 100 Cases 
of Carcinoma of the Stomach. J.-Lancet, 1920, 
n. s. xl, 185. 


Carcinoma of the stomach has been found at all 
ages and is quite frequent before the so-called cancer 
age. The rising line, starting at 3 per cent before 
30 years of age, more than doubles with each decade 
up to the decade between 60 and 7o from which 
point it rapidly descends. 
= Frequently the tumor never becomes palpable 
during the entire course of the disease. This depends 
on the location and character of the growth and the 
patient’s habitus. In too cases 86 per cent were 
inoperable but 31 per cent were explored. The 
location of the growth was as follows: 5 involved 
the entire stomach; 47 were in the pars pylorica; 
8 in the pars pylorica and media; 17 in the pars 
media; 5 in the pars media and cardia; and 18 in 
the cardia. 

The X-ray was positive for a lesion in 100 per 
cent, but could not differentiate between ulcer and 
carcinoma in all cases. 

After two years only 2 of the 1oo patients are 
alive. H. A. McKnicur. 





INTERNATIONAL ABSTRACT OF SURGERY 





Douglas, J.: Sarcoma of the Stomach. Ann. Sur¢.. 
1920, Ixxi, 628. 

The author reports 3 cases of sarcoma of the 
stomach and reviews the literature on the subject, 
giving a brief outline of the surgical treatment of 
the disease. 

Sarcoma of the stomach occurs in 1 per cent of all 
cases of stomach tumor. The average age of inci- 
dence is 41.6 years while that of carcinoma is 61.2 
years. Lymphosarcoma develops earlier than the 
other forms. 

Round-cell and lymphosarcoma are the most 
common forms. They are apt to be infiltrating, 
but the round-cell sarcoma may project into the 
stomach or form pedunculated tumors. They result 
in ulceration oftener than other sarcomata, but not 
as frequently as carcinoma. Spindle-cell and myo- 
sarcoma are apt to form large exogastric tumors. 

While statistics show that the most common site 
of sarcoma of the stomach, especially of the infil- 
trating form, is in the region of the pylorus, other 
portions of the stomach are frequently involved 
and the pylorus itself is less often attacked by sar- 
comi than by carcinoma. Sarcoma of the stomach 
also forms metastases less rapidly than carcinoma 
and therefore the operative prognosis should be 
better. 

The diagnosis can rarely be made with certainty. 
The most valuable evidence is furnished by the X-ray. 
When in a case of gastric tumor in a patient below 
the cancer age a short history of gastric disturbance 
is given, there is absence of blood in the gastric 
contents and stool, free hydrochloric acid is found. 
there is absence of cachexia and the presence o/ 
anemia, the diagnosis of sarcoma is to be consid 
ered although these findings do not necessarily rule 
out cancer, ulcer, or syphilis of the stomach. 

The author has been able to find 230 authentic 
cases of sarcoma of the stomach in the literature 
available. Sixty-nine operative cases reported in 
the lists of Ziesche and Davidsohn and Frazier. 
8 cases collected from the literature by Nedina and 
Egana, 1 case reported by Forne, the 11 cases reported 
in this paper, and the author’s 3 cases, make a total! 
of 92 operative cases. Sixty-nine of the operations 
were resections of the exogastric tumor or of part o! 
the stomach and 23 were gastro-enterostomies or 
exploratory laparotomies. 

The author gives complete clinical data on hi- 
own 3 cases and photomicrographs of the specimens 

P. M. CHas! 


Hardt, A. F.: The Diagnosis and Treatment of 
Congenital Pyloric Stenosis. Pennsylvania MT 
J., 1920, xxili, 444. 


The etiology of congenital pyloric stenosis is stil! 
unsettled. The majority of cases are those 0! 
breast-fed male infants less than 8 weeks oi age 
The pathology consists of a hypertrophy of the musc! 
fibers of the pylorus. The early symptoms begin with 
a regurgitation which gradually increases to vomit 
ing of the projectile type. After the child has been 
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given 2 or 3 ounces of food and placed on its backa 
peristaltic wave passes from the cardia to the pylo- 
rus. A tumor, usually in the form of a small movable 
mass, may be felt to the right, above the level of 
the umbilicus. The stools and urine are scanty and 
there is progressive loss of weight. 

Fluoroscopic examination, for which a small 
amount of bismuth is added to the mother’s milk, 
is of great value in the diagnosis. Congenital pyloric 
stenosis must be differentiated from pylorospasm 
but in the latter the vomiting and peristalsis are 
less marked and appear in older infants and there 
is absence of tumor. 

In mild cases with slight retention and little 
loss of weight expectant and medical methods may 
be tried. In severe cases operation should be done 
early to prevent a weakened and starvation condi- 
tion. Local anesthesia is becoming more favored 
in these cases as in cases of strangulated hernia. 
At present the Rammstedt pyloroplasty is the opera- 
tive method of choice, but Strauss has obtained 
excellent results with his original method. 

The postoperative treatment consists of the appli- 
cation of heat externally and hypodermoclysis if 
necessary. In the postoperative feeding the routine 
of Holt and Downs may be followed: 

One-half hour after operation, if a general anws- 
thetic has been given, and as soon as the patient 
has been returned to bed, if a local anesthetic has 
been used, 10 ccm. of water may be given and one 
and one-half hours later, 4 ccm. of barley water and 
4 ccm. of breast milk. Two hours later 8 ccm. of 
barley water and 8 ccm. of breast milk are allowed. 
Subsequently breast milk alternated with water is 
given every three hours, the amount of milk being 
increased until at the end of forty-eight hours 30 
ccm. of breast milk are given with 4 ccm. of barley 
water. After forty-eight hours the barley water is 
discontinued and each day the amount of milk is 
increased 5 ccm. at a feeding until 60 ccm. are given 
every three hours. Castor oil should be prescribed 
twenty-four hours after operation. 

Postoperative vomiting may be decreased by 
placing the child in the upright position after feed- 
ing, by the passage of a soft rubber tube into the 
stomach, or by lavage. R. R. Mustett. 


Maylard, A. E.: A Lecture on Partial Pyloric Ob- 
struction. Bril. M. J., ‘429, i, 626. 


The causes of partial pyloric obstruction may be 
anatomical or pathological; the latter is dependent 
on inflammation or new growth formation. 

The author describes a type of congenital nar- 
rowness to which he and others have already called 
attention and states that in his opinion it is the 
result of over-development of the pyloric ring. A 
constriction is formed which in some instances will 
not admit the tip of the index finger. This is due to 
an excess of reduplication of the pyloric fold. Usually 
the ring may be dilated without causing laceration, 
W hich is not the case in lesions of inflammatory 
origin. In support of his theory Maylard cites 
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variations found in the lumen of other orifices in 
the body. 

Hypertrophic stenosis also is mentioned as a 
cause of obstruction. The cedematous inflammatory 
thickening in obstruction due to chronic inflamma- 
tory ulceration is of greater moment than the 
cicatricial contracture. Chronic ulceration is the 
most frequent cause of obstruction. 

Benign tumors may obstruct the pylorus either 
by ball-valve action from within or by pressure. 
The most common obstructing tumor, however, is 
carcinoma. 

In reviewing the symptoms of gastric cancer the 
author states that they be considered the physio- 
logical response of the muscle under adverse condi- 
tions to obstruction at the outlet. Hypertrophy is 
followed by atony if nourishment and rest are denied. 

Rest and diet may give some relief in cases of 
partial pyloric obstruction but to ensure complete 
success the obstruction must be dealt with directly 
or circumvented. In the former case the author 
advocates gastroduodenostomy by Finney’s method 
if the obstruction is benign and the part can be 
mobilized. In the latter case gastrojejunostomy is 
to be preferred. J. W. Ross. 


Robbin, L.: The Length of the Large and the Small 
Intestine in Young Children. Am. J. Dis. 
Child., 1920, xix, 370. 


In a series of autopsies on 185 children at the 
Babies’ Hospital, New York, it was found that the 
large intestine was between 80 and 130 per cent of 
the length of the body in 91.3 per cent of the cases, 
between 50 and 8o per cent of the body length in 
5.4 per cent, and between 130 and 160 per cent of the 
body length in 3.24 per cent. 

The normal range of variation may be assumed 
to be between 80 and 130 per cent of the body 
length. The remaining 8.6 per cent of the total 
cases may be considered abnormal. In to cases in 
which the large intestine was short no clinical 
association could be discovered between the causa- 
tive factor of illness or death and the measurements. 

In the 6 cases of abnormally long intestine one 
patient had chronic constipation; 3, intestinal dis- 
turbances; and 3, abdominal distention. 

The small intestine was short in 16.8 per cent of 
the cases, of medium length in 79.95 per cent, and 
long in 3.25 per cent, varying between 500 and goo 
per cent of the body length. There seemed to be no 
clinical relation between unusual shortness or length 
of the small intestine and chronic constipation or 
distention. 

An unusual length of either the large or small 
intestine was not associated with an abnormality of 
the other bowel. 

From these facts it may be assumed that any 
abnormality of the small intestine is not associated 
with clinical manifestations but an abnormally long 
large intestine may cause considerable disturbance 
in later life as the greater part of the increased 
length is in the sigmoid portion. R. R. Muster. 
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Prat, L.: Pointed Foreign Bodies in the Intestine: 
Intracecal Pins and Their Extraction by the 
Appendicular Route (Corps étrangers piquants 
de Vintestin; les épingles intra-cecales; leur abla- 
tion par voie appendiculaire). J. de chir., 1919-20, 
XV, 624. 

The author reports two cases of pointed bodies in 
the intestine. Generally the movements of the 
intestine and the progression of the intestinal con- 
tents favor the spontaneous evacuation of foreign 
bodies, but often pointed objects such as pins are 
arrested in their progress and fall into the cecum 
where they become imprisoned. 

The first case reported by the author was that of 
a child who had swallowed a large-headed pin. 
When the patient was brought to the hospital com- 
plaint was made of abdominal pain about the right 
iliac fossa. Radioscopy showed the presence of a 
pin in this region and at operation the pin was 
found in the appendix. 

The second case was that of a child who had 
swallowed a pin four days before the examination 
and was suffering from abdominal pain and disten- 
sion. Radiography showed a pin fixed immovably 
crosswise in the right iliac fossa. At operation the 
pin was found blocked in the cecum where it 
caused small hemorrhages into the mucosa. With 
some difficulty it was moved into the appendix 
and the appendix then removed. 

W. A. BRENNAN. 


Moreton, A. L.: Intussusception Occurring in the 
Course of Typhoid Fever. Brit. J. Surg., 1920, 
Vii, 490. 

The author calls attention to the rarity of intus- 
susception in typhoid fever and mentions the com- 
paratively few references to the subject found in 
standard text-books on medicine and surgery. He 
describes in detail a case that came under his 
observation and gives short abstracts of ten other 
cases he found reported in the Jiterature. 

These cases are also analyzed. The average age 
incidence was 21 years. Intussusception in typhoid 
fever is most apt to occur in the later stages of the 
disease. The enterocolic variety is the more com- 
mon. In the enteric type there may be more than 
one intussusception. The symptoms and signs are 
those of a sudden abdominal catastrophe of the 
nature of intestinal obstruction. A mass was felt in 
three cases and in only one case was there a blood- 
stained discharge from the bowel. 

Most of the cases collected by the author had been 
diagnosed as perforation. In intussusception, how- 
ever, the sudden catastrophe is not quite so great 
as in perforation, the abdominal movements are not 
restricted, the abdomen is soft, the pain is colicky, a 
mass may be palpable, the area of liver dullness is 
not diminished, and the leucocyte count is not 
increased. 

Surgery is indicated and gives good results. Six 
patients were operated on and five recovered. Of 
five patients who were not operated on, four died. 


The patient who recovered without surgical inter 
vention passed the gangrenous intussusceptum per 
anum. 

The disease condition of the bowel demands that 
great care be taken in the manipulation at operation 
The invagination may be initiated by inflammatory 
changes in the bowel causing irregular peristalsis or 
by an enlarged Peyer's patch. J. E. McCorvir. 


McGuire, S.: The Treatment of Duodenal Fistula. 
Surg., Gynec., & Obst., 1920, xxx, 460. 


The aggregate number of duodenal fistula is 
large, but as the actual number occurring in the 
practice of individual operators is small, little has 
been written on the subject. This is to be regretted 
as the condition is often fatal and the best method 
of dealing with it has not been settled. 

Duodenal fistula follow operations on the duode 
num and injuries inflicted on the duodenum in the 
course of operations on the kidney, gall-bladder, or 
stomach. They usually develop within from five 
to nine days at a time when the patient is supposed 
to be out of danger. In some cases the amount of 
discharge is small, while in others it is large and 
consists of all the water and food taken by mouth 
and all the secretions of the stomach, liver, and 
pancreas. The irritating effect of the digestive 
juices on the skin produces great discomfort, and the 
lack of nourishment and rapid loss of body fluids 
causes an alarming loss of weight and strength. 

If the leak is small and the patient’s condition 
is good, an effort may be made to secure spontane- 
ous closure by packing the opening, withholding all 
food by mouth, and sustaining the patient by rectal 
feeding. If the leak is large more radical measures 
are necessary. When the fistula has followed a 
nephrectomy and the opening is on the posterior 
wall of the duodenum direct suture should be done 
by opening the abdomen through the upper right 
rectus and mobilizing the duodenum according to 
the method advised and practiced by W. J. Mayo. 
When the fistula has followed an operation on the 
gall-bladder and the opening is on the anterior wall, 
direct closure is not often feasible because the 
presence of infection makes manipulation dangerous, 
the presence of adhesions makes exposure difficult, 
and the necrotic condition of the bowel wall renders 
suturing unsatisfactory. For this condition Deaver 
and others have advised posterior gastro-enteros- 
tomy with or without closure of the pylorus. In 
cases of duodenal fistula resulting from ulcer this is 
the ideal method as it not only meets the immediate 
indications but also cures the primary disease. In 
other cases it cannot be ued because of the pa 
tient’s condition or it results in an anatomical ab 
normality which is to be regretted. 

The author reports a case in which he did 4 
secondary operation for obstructive jaundice due 
to a stone impacted at the bifurcation of the hepati: 
ducts. In the separation of adhesions a hole was torn 
in the duodenum. This was sutured with chromi: 
catgut. The patient did well for nine days and then 
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suddenly developed a large duodenal fistula. 
Water and rourishment taken by mouth escaped 
through the incision as rapidly as it was swallowed. 
The patient’s condition was so desperate that a pro- 
longed operation could not be considered. Hence 
a simple jejunostomy was done under gas oxygen 
anesthesia according the technique described by 

H. Mayo. Water and nourishment were given 
exclusively through the tube. The improvement 
was marked and immediate. With the exception of 
bile from the drain in the common duct, all dis- 
charge through the abdominal incision ceased at 
once and in three weeks the wound closed sponta- 
neously. Feeding by mouth was begun cautiously 
and as there was no untoward symptom the duode- 
nal tube was removed. There was no leakage and 
the patient made a complete recovery. 


Gibson, C. L.: The Results of Operations for Chron- 
ic Appendicitis; A Study of 555 Cases. Am. J. 
M. Sc.. 1920, clix, 654. 


Two hundred and fifty-nine of the patients traced 
had no complaint; 65, a minor complaint; 102 were 
unimproved; and 3 had died. One hundred and 
twenty-six were lost track of. 

Of the 102 whose condition was unimproved 65 
had had an obviously pathologic appendix and of 
this number 66 per cent had had further explora- 
tion at the time of the operation. Of the remaining 
37 patients 87 per cent had had further exploration. 
In the author’s opinion the lack of improvement 
in the 65 cases may be due to the fact that in 
the presence of a pathologic appendix the abdomen 
was not sufficiently explored for further conditions. 
In such cases exploration of the upper abdomen 
particularly is important, especially in the cases 
of women and those past the second decade of life. 

To avoid disappointing results the author recom- 
mends: 

i. A comprehensive and detailed history. 

A complete and thorough physical examina- 
lion. 

3. Particular caution in operating on women. 

4. Particular caution in operating on the more 
mature patients, especially women. In this class 
other lesions may co exist with the appendicitis or 
be mistaken for it. 

5. The avoidance of operation if there is no clear 
history of well-defined attacks, especially localized 
pain with nausea or vomiting. 

6. A good-sized incision and a search for other 
lesions even if a pathologic appendix is found. 

>. A thorough search for other lesions if the 
appendix is not pathologic, even if a supplementary 
incision is necessary. P. M. Cuase 


Whitelocke, R. H. A.: Appendectomy by a New 
Route and a Simplified Procedure. Proc. Roy. 
Noc. Med., Lond., 1920, xiii, Sect. Surg., 129. 


lhe operation described was designed by the 
thor for the removal of the appendix vermitormis 
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through the right iliac fossa when general explora- 
tion of the abdominal cavity is not necessary, i.e., 
in acute rather than in chronic cases. The method 
is a simple muscle splitting procedure and so suc- 
cessful that Whitelocke employs it in preference to 
all others. 

In 894 operations performed at all stages of the 
disease and on patients of both sexes varying in 
age from 3 to 79 there were 19 deaths. The imme- 
diate mortality would therefore appear to be no 
higher than that of any of the other procedures. 
As regards remote sequele, Whitelocke states that 
there was not a single case of hernia or abnormally 
weak scar. E. C. RopirsHex. 


Bland-Sutton and others: Discussion of Diverti- 
culitis. Proc. Roy. Soc. Med., Lond., 1920, xiii, 
Sect. Proct., 79. 


Diverticulitis is a very important clinical condi- 
tion and is not so rare as was previously supposed. 
In a series of 24 cases it appeared between the ages 
of 46 and 68 years. The region most frequently in- 
volved was the lower sigmoid. The period of com- 
plaint varied from two months to twenty years. 
The condition has been ascribed to numerous factors 
such as increased intracolonic pressure due to intra- 
or extra-abdominal causes, colitis, constipation, 
and malignancy. 

Colitis seems to play an important part in the 
etiology as it has been noted before as well as after 
the formation of the diverticula. At first there is a 
slight catarrhal inflammation of the bowel, the in- 
fection passing along the blood vessels and inducing a 
tight constriction of the bowel wall. This may 
persist for years. The iliac colon becomes tighter 
and contracted, and small-cell infiltration results in 
the formation of a tumor. The saccules lose their 
muscular coat as the bowel wall is fatty and sodden, 
and the circular muscle becomes retracted down to 
the base of the saccules. The diverticula do not 
present the “tied string’”’ appearance observed in 
malignancy. A local peritonitis with dense adhe- 
sions may develop in the region of the diverticula 
with perforation of the bladder. 

The most frequent symptoms are chronic ob- 
struction, pain in the abdomen, tumor, diarrhcea, 
fever, acute obstruction, perforation into the 
bladder, and bleeding. The latter becomes less 
frequent. The most valuable aid in arriving at a 
diagnosis is the X-ray. Clinical points of import 
ance are constipation, acute inflammatory attacks 
with high fever and rigor, the absence of blood, the 
presence of a large tumor for a long period of time, 
and perforation into the bladder. 

In the treatment colostomy is the most satisfac 
tory procedure. Resection with short circuiting of 
the bowel is less often possible because of the loca 
tion of the diverticula. It is not advisable to break 
up the adhesions as usually such ; dhesions are very 
dense and are intersected with septic foci which, if 
disturbed, may set up an acute peritonitis. 

R. R. Musteu 
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Chaoul, H.: The X-Ray Treatment of Cancer of 
the Rectum (Die Roentgenbestrahlung beim 
Rectumearcinom). Muenchen. med. Wehnschr., 
1920, Ixvii, 179. 


To date, the X-ray treatment of rectal cancer has 
been unsatisfactory. The use of radium within the 
rectum is more successful. Radiation causes a 
melting away of the tissue. Fecal obstruction, foul 
discharge, and pain may also disappear. The 
results are not permanent, however, as in the per- 
iphery the cancer continues to spread. The reason 
for this is the fact that the radium rays have an 
intensive action on the cells near them while those 
farther away are given an irritation dose rather 
than a fatal dose. A more effective action is obtained 
at the periphery with X-ray treatment if it is given 
intensively and from various fields. 

Localization is possible by palpation with the 
finger, the tumor edges being marked with a 
sound. With maximal radiation by means of 
Coolidge tubes, 0.7 zinc filter, the results are greatly 
improved. Following a primary negative stage 
characterized by malaise, headache, nausea, vom- 
iting, and slight fever, continuous improvement is 
noticed in about two weeks. So far, only inoperable 
cases have been treated as in the others surgery is 
the treatment of choice. Cart (Z). 


Boas, J.: The Cure of Hemorrhoids without Op- 
eration and the Results Obtained (Die Heilung 
der Haemorrhoiden auf unblutigem Wege und deren 
Resultate). Arch. f. Verdauungskrankh., 1920, 
XXV1, I. 

Boas treated 62 cases of hemorrhoids conserva- 
tively as follows: 

The bowel was cleansed by catharsis and soap- 
suds enemas. Then, with the patient in the knee- 
elbow position and under local anesthesia, suction 
was applied to the venous knot. Next, a 96 per cent 
solution of alcohol was injected deeply into the 
extri-anal knots, 2 ccm. into the small knots and 5 
ccm. into those which were larger. After the injec- 
tion the hemorrhoids were left outside or pushed 
high up into the rectum. 

Following this treatment the hemorrhoids became 
necrotic and sloughed off within a period varying 
from six to fourteen days. 

A patient with a single hemorrhoid was kept in 
bed for several days but the bowel movements 
were not stopped. A _ patient with numerous 
hemorrhoids was kept in bed for four or five days 
on a liquid diet and given first opium and then a 
laxative. 

The method described is indicated in all cases 
of prolapsed hemorrhoids even though they may 
recede spontaneously. In cases of haemorrhage 
rectal injections of 5 per cent calcium chloride are 
given. In 64 per cent of the cases healing occurred 
normally, but in 36 per cent it was interrupted 
by recurrent hemorrhage, pain. and retention of 
urine. In 2 cases there was a recurrence. 

RAESCHKE (Z). 
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LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Cohn, I. M.: Primary Cancer of the Liver. / 
Lab. & Clin. Med., 1922, v, 528. 

Primary malignancy of the liver is a very rare 
condition. It is found in about */19 of r per cent of 
autopsies, being much more rare than secondary 
malignancy. The secondary condition is from 
twenty to forty times as frequent. 

The etiology of this disease is unknown. The fre- 
quency with which it is found with cirrhosis of the 
liver has led many to believe that cirrhosis is its cause. 
Other irritating conditions may be important fac- 
tors in the etiology. In one case autopsy disclosed 
the primary nodule being formed about a dead 
parasite in the liver, and in another leprosy bacilli 
were found scattered through the stroma of the 
liver. 

Biliary calculi have been associated with carcin- 
oma. There are two views as to their relation- 
ship. According to one theory the carcinoma is 
due to the irritation set up by the calculi. Accord- 
ing to the other the growth is the cause of the cal- 
culi. In most instances gall-stones are present, but 
in cases of secondary carcinoma they are rare. 
Arteriosclerosis has also been advanced as a cause 
of primary cancer of the liver. 

There are three important types of liver carcin- 
oma, namely, massive, diffuse, and nodular. The 
massive type, which is the most frequent, consists 
of a large mass inside the liver, the liver tissue form- 
ing the shell of the growth. The tumor cells are 
usually polyhedral or spheroid. The diffuse type, 
in which there is an infiltration of spheroidal cells 
in the liver tissue, is very rare. The nodular or 
multiple primary carcinoma is more common than 
the diffuse type. It grows rap dly and quickly degen- 
erates. The liver is studded with nodes. The cells 
are polyhedral or spheroid. A fourth type of pri- 
mary carcinoma occurs in the cirrhotic liver, and a 
fifth type is the primary melanotic carcinoma. 

The tumor is set in action by an irritation leading 
to proliferation of the endothelial cells. The con- 
tents of the vessels are replaced by an embryonic 
tissue similar to that from which blood and blood 
vessels originate. Associated with this process is 4 
rapid destruction of the normal liver tissue. Exam- 
ination of the carcinomatous cells shows them to be 
quite similar to hepatic parenchyma. They have a 
trabecular arrangement, but are larger than those 
of normal tissue. In many tumors the cells are bile 
producing and the tumor may be considered a 
direct change of liver cells to cancer cells with a 
hyperplasia of the new formation. The growth is 
compensatory and proliferates by direct extension. 

Metastasis in cases of cancer of the liver comes 
at a later period than in malignant disease else- 
where in the body and is not so widespread. The 
retroperitoneal glands, the omentum, and the lungs 
are involved frequently, but the supraclavicular 
glands and the heart rarely. 




















The disease may occur at any age. Several cases 
have been reported in which it was present at 
birth. It is more common in men. It may remain 
latent for several years, but as a rule runs a rapid 
course and soon causes death. 

The earliest symptoms are usually vague gastro- 
intestinal disturbances. After the tumor develops 
the patient suffers a loss of flesh, cachexia, and 
digestive trouble. Icterus is present in 63 per cent 
of the cases; ascites in 58.5 per cent; oedema in 41 
per cent; splenic tumors in 32 per cent; and fever in 
14 per cent. In 86 per cent of the cases the condi- 
tion is associated with cirrhosis. 

Although primary cancer of the liver is very 
malignant, operations have given successful results 
in some cases. The surgical treatment consists 
usually of excision of the tumor and scraping of the 
cavity. In more radical operations the entire 
affected lobe has been removed successfully. In 
cases in which a recurrence has developed a second 
operation has been more successful. I. W. Bacu. 


McConnell, A. A.: Cyst of the Common Bile-Duct. 
Brit. J. Surg., 1920, vii, 520. 

The author reviews 36 collected cases of cyst 
of the common bile-duct, 35 of which had been 
reported in the literature. The case reported in 
this article is that of a girl, 11 years of age, who had 
had severe attacks of pain for more than a year 
before her admission to the hospital. The abdomen 
increased in size and was distended especially in the 
epigastric and right hypochondriac regions. The 
appetite became poor, and on one occasion slight 
jaundice was noticed. On palpation a hard irregular 
mass was felt extending into the right lumbar region 
and from the middle of the epigastrium toward the 
right anterior superior iliac spine. Blood and stool 
examinations gave normal results, but during icteric 
attacks bile appeared in the urine. 

At operation the duodenum and hepatic flexures 
were found pushed forward by a large tense cyst. 
The gall-bladder was independent of the cyst and 
the liver was cirrhotic. The cyst was found to 
extend from the extreme right of the abdomen to a 
point to the left of the midline and to lie between 
the aorta, vena cava, and right kidney behind, and 
between the pancreas and duodenum in front. 
More than a pint of bile was evacuated by aspiration 
and a small drainage tube was inserted for a week. 

Nine months later the abdomen became swollen 
and tender. The original wound was opened and a 
large quantity of pus mixed with bile was evacuated. 
About two years later the patient again returned to 
the hospital complaining of pain and loss of appetite. 
When the abdomen was opened the cyst was found 
to have shrunk to the size of a walnut. The pa- 
tient’s general appearance suggested thyroid in- 
sufficiency and on the administration of thyroid 
extract remarkable improvement was noted. 

The salient features of the 36 collected cases are 
summarized. The average age was 13 years. Five 
patients were males and the others females. 
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The growth, which may reach a capacity of 4 to 5 
liters, is generally located in the upper and middle 
portions of the common bile-duct. 

The finding of a cyst in a male foetus suggests that 
the condition is congenital. It is not certain whether 
the onset of symptoms invariably follows the abnor- 
mality or is dependent on some exciting cause. 

The combination of jaundice, pain, and a large 
tumor in a young person should suggest the diagno- 
sis. In only one case was jaundice absent. When 
pain or tumor are present alone, or when pain and 
tumor are associated, Ehrlich’s test for urobilinogen 
is of value. A positive reaction definitely indicates 
organic disease. 

Of the 36 patients, 25 died; of 19 patients treated 
by drainage alone, 18 died. The main reason for this 
high mortality was the neglect of the surgical 
principle that a sterile cavity should not be drained. 
An anastomosis was performed between the cyst and 
the intestine in the cases of 5 of the 6 patients who 
recovered. The diagnosis should be confirmed by 
aspirating the cyst retroperitoneally. When the 
cyst wall has collapsed an anastomosis should be 
made between it and the duodenum as in a cholecyst- 
enterostomy. M. B. KELLoca. 


Bassler, A.: The Diagnosis of Chronic Gall-Bladder 
Pathologies. Med. Rec., 1920, xcvii, 899. 


The diagnosis of a chronic gall-bladder condition 
is made most easily by grouping the symptoms 
which represent the characteristic entities. 

The first type of gall-bladder case discussed is one 
in which the pathologic condition has been present 
for many years with remissions of slight symptoms. 
There is distress in the epigastric region with belch- 
ing after and between meals and an uncomfortable 
feeling in the epigastrium. The test meal shows a 
moderate increase in acidity. The patient is usually 
a female who has borne children but there was no 
close association between a child-birth and the symp- 
toms. The bowel examination reveals a saccharo- 
butyric toxemia. There is some tenderness over 
the gall-bladder. The X-ray examination is nega- 
tive. Ina case of this kind the condition is probably 
what is known as a “strawberry”’ gall-bladder. 

Another type of case is that of stout women, fre- 
quently of the Semetic or the Teutonic races, whose 
most distressing symptom is belching. Acidity is 
above normal. The symptoms began after child- 
birth. There are slight chills and hyperesthesia. 
Distress is felt in the gall-bladder region. Such 
patients have chronic cholecystitis with inspissated 
bile. 

The third type of case resembles the first two 
except that in about one-third of the cases there are 
attacks of colic and jaundice. The acidity is normal 
or below normal and there is marked gall-bladder 
tenderness. The condition is probably cholelithiasis 
and cholecystitis. 

The fourth type of case is that in which, with 
gall-bladder symptoms, there are symptoms of 
pyloric obstruction due to band formation or 
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thickened tissue. The patient is usually thin and 
states that the condition has been present for a very 
long time. The findings are usually hydrops or 
markedly contracted and thickened gall-bladder 
with stones. 

The author summarizes his reasons for believing 
that the X-ray, duodenal aspiration, and deter- 
minations of the blood cholesterin cannot be re- 
garded as of great value in the diagnosis. 

I. E. Bisukow. 


Prat, D.: Obstruction of the Gall-Bladder (La 
vesicula biliar tabicada). An. Fac. de med. Univ. de 
Montevideo, 1910, iv, 813. 

The most common etiological factor of gall-bladder 
colic is the presence of stones. In this variety of 
colic the stones are usually few and large. In many 
cases there is only a single large stone. Such a cal- 
culus may occupy almost any position but is more 
commonly found in the fundus. The colic arises 
from contraction and spasm of the gall-bladder 
walls caused by irritation due to the stone. 

Three pathologic types of gall-bladders are: 

1. The usual type. Often in gall-bladder colic 
the gall-bladder appears normal from without, 
but a more detailed examination shows that its 
walls are congested and oedematous and perhaps 
adherent to neighboring viscera. Adenopathy of 
the hilus glands is common. 

2. A sclerotic gall-bladder. This condition is 
often found in cases of hydrops with a single stone 
impacted at the outlet, at the beginning of the cystic 
duct. 

3. The gall-bladder of chronic cholecystitis with 
enlarged, greatly thickened, fibrotic, and infiltrated 
walls. The shape is pyriform and the mucosa inject- 
ed and often ulcerated. There may be adhesions 
to neighboring organs. 

The symptoms are described briefly. They con- 
sist of a painful crisis associated with vomiting and 
enlargement and tumefaction of the gall-bladder, 
but without icterus or the presence of calculi in the 
feces. The pain is localized in the gall-bladder 
region and often radiates to the back or the right 
shoulder. It is aggravated by the ingestion of food 
and by pressure. Nausea and vomiting are usually 
present but not as marked as in hepatic colic. The 
liver is not enlarged but the gall-bladder may be 
palpable and very tender. 

This condition must be differentiated from hepatic 
colic and cholecystitis. It is distinguished from 
hepatic colic by the fact that the pain is less intense 
and of longer duration; the crises are usually repeat- 
ed; icterus. stones in the feces, and clay stools are 
absent; and the gall-bladder may usually be pal- 
pated. It may be distinguished from cholecystitis 
by the absence of fever and the fact that the pain 
is of shorter duration and more intense. 

On the basis of the mechanism of obstruction the 
following types of gall-bladders are described: 

1. The gall-bladder of medium size and pyri- 
form shape with congested, oedematous, and possibly 








somewhat gangrenous walls. Usually a loose stone 
is present in an accessory pocket or diverticulum 
and closes its outlet when forced into it. 

2. The hour-glass gall-bladder. This is of medi- 
um size and has a diaphragm or stenosis near the 
middle, the fundus forming a separate compart- 
ment in which stones are found too large to pass 
through the constriction. 

3. The gall-bladder with valves of mucosa form 
ing a stenosis at the outlet and causing impaction 
and walling off of stones which results in perma- 
nent obstruction to drainage. 

4. The gall-bladder with marked lesions of the 
walls. The walls are very fibrotic and irregularly 
contracted as the result of cholecystitis and there 
are dense adhesions to neighboring structures. 

5. An elongated bladder with multiple calculi. 
Such a gall-bladder may become folded upon itself 
and retain this shape because of the development 
of adhesions. 

6. The gall-bladder in which obstruction is due 
to tumors in the wall itself or the pressure of 
neighboring tumors. W. R. MEEKex. 


MacCarty, W. C. and Corkery, J. R.: Early Lesions 
in the Gall-Bladder. Am. J. M. Sc., 1920, cliy, 
646. 


The authors classify 4,998 gall-bladders removed 
at the Mayo Clinic from January, 1913, to January, 
1919. Early changes noted were: congestion and 
cedema of the villi; lymphatic infiltration in the 
mucosa, submucosa, muscularis, and _ subserosa; 
fibrosis of the villi, which sometimes extended into 
the submucosa; and the presence of a granular lipoid 
substance in the epithelium or mucosa. 

In some instances large spheroidal cells filled with 
the finely granular lipoid substance noted in the 
epithelium or mucosa were found in the mucosa 
and submucosa. It is this substance which gives the 
villi in ‘strawberry ” gall-bladders and papillomat: 
their yellow appearance. The early changes do not 
alter the gross external appearance of the organ or 
markedly change the macroscopic internal ap- 
pearance. 

Although the early conditions described do not 
give rise to symptoms forming a definite clinica! 
picture they are undoubtedly responsible for a 
number of general disturbances of a toxemic nature. 

A. J. ScHoLt, JR. 


Weiss, S.: The Prophylaxis and Treatment of 
Gall-Stone Disease. Wed. Rec., 1920, xcvil, % 


The treatment of gall-stone disease should 
medical but surgical treatment has its plac 
From 6 to 10 per cent of cadavers show the presen« 
of biliary calculi. Only 1 of 20 persons with ga 
stones have symptoms. 

The medical treatment 
divisions: 

1. The prevention of stagnation by exercise. 
the wearing of loose clothing, meals at short inter- 


includes the following 






















































vals, and the ingestion of vichy or Carlsbad water 
or hot water containing sulphate or phosphate of 
soda. 

Exercise causes increased movement of the dia- 
phragm and liver and therefore an increased flow 
of bile into the duodenum. Horseback riding is 
best, but bicycling, climbing, rowing, and tennis 
are also excellent. After pregnancy, massage should 
be used. 

In the dress, corsets, tight waist bands, and heavy 
skirts should be avoided. 

Meals at short intervals are better than large 
meals at long intervals and the patient should have 
something to eat before going to bed as when food 
enters the duodenum bile is driven out by the gal!- 
bladder. 

Vichy, Carlsbad, or hot water containing sul- 
phate or phosphate of soda may act as a choligogue 
and should be taken in small amounts before meals. 
The only credited cholagogues are bile salts and 
salicylate of soda. 

2. The prevention of catarrhal inflammation 
due to gastritis and indigestion by careful dieting, 
drugs, and the prevention of constipation. For this 
purpose the administration of phosphates, soda, 
and mineral waters, exercise, and the elimination 
of,focal infections are of value. 

3. The removal of catarrhal inflammation of the 
biliary and intestinal tracts. In addition to the 
measures mentioned the abdomen should be kept 
warm to prevent chilling and if there is ten:.erness 
heat should be applied over the gall-bladder. 

4. The treatment of gall-stones dung and 
between attacks. If the attacks are severe, mor- 
phine or chloroform may be necessary but the 
author has discarded the former because of its 
habit-forming tendency. Atropine, belladonna, 
amyl valerate, and antipyrin are “aseful drugs. 
Benzyl benzoate is also to be reco’nmended. At 
times hot baths or dry heat are of vulue. 

Between the attacks the surgeon may advise 
the removal of the stones or the gall-bladder, but 
the stones may form again even in the ducts. A 
change of occupation may be beneficial. Gentle 
exercise in the fresh air, deep breathing, and the 
wearing of warm clothes to prevent chilling are 
indicated. 

Bile acids and salts and salicylic acid may be 
given by mouth. Other crugs which have proved 
satisfactory in the elimination of gall-stones are 
acid sodium oleate, phenclphthalein, and menthol 
in capsule combination; sodium phosphate, bicar- 
bonate, and sulphate in hot water; eunatrol and 
oleic acid and turpentine given by enema. 

The diet should include a variety of fleshy foods, 
but the yolks of eggs, peas, fatty meats, all fried 
foods, and sugar in large quantities are contra- 
indicated. 

The treatment at health resorts is of benefit as it 
regulates the patient’s diet and habits and employes 
salines. Saratoga Springs is popular for such treat- 
ment as well as European resorts. 
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Vaccines made from the organisms recovered 
from the bile with a duodenal tube and combined 
with organisms from other foci of infection are of 
value. Autogenous vaccines are best. Small doses 
should be given frequently and increased until a 
definite reaction is obtained. 

Local treatment through the duodenal tube con- 
nected with a Murphy drip is also beneficial. Direct 
medication with magnesium sulphate or some other 
purgative and with antiseptics may be employed. 

Any form ‘of heat applied externally to the hypo- 
chondrium is of value. M. H. Hopsart. 


Benedetti, U.: Annular Pancreas (Contributo allo 
studio del pancreas anulare). Policlin., Roma, 1920, 
xxvii, sez. prat., 81. 

The annular form of pancreas is a very rare 
anomaly. Benedetti has been able to find only 6 
cases recorded in medical literature. 

In this article the author reports the cas: of a 
soldier who died from the effects of wounds of the 
limbs. The patient had had intestinal and gastric 
symptoms but the examination of the feces and 
urine did not suggest the presence of a pancreatic 
lesion. Autopsy showed that the descending por- 
tion of the duodenum was constricted in a stout 
ring formed by the head of the pancreas. In order 
to bring the second portion of the duodenum into 
view it was necessary to cut the ring. The stomach 
was markedly dilated, the greater curvature being 
about three finger-breadths below the umbilicus. 

Annular pancreas has been ascribed to inflamma- 
tion but Benedetti inclines to the view of Giannelli 
who pointed out that the pancreatic islets reach 
their maximum development in the lower verte- 
brates and are least developed in the higher ver- 
tebrates. He therefore concluded that the annular 
pancreas in man is the anomalous occurrence of a 
morphologic condition which in the lower verte- 
brates is normal. W. A. BRENNAN. 


Charlton, W.: The Results of Splenectomy in 
Pernicious Anzmia, with Special Reference to 
a Case of Pulmonary Tuberculosis (Bemer- 
kungen ueber die Erfolge der Milzextirpation bei 
pernizioeser Anaemie mit besonderer Beruecksich- 
tigung eines Falles von Lungentuberkulose). 
Therap. Haibmonatsschr., 1920, XXxiv, It. 
Encouraged by the results obtained by splenec- 
tomy in Banti’s disease, the author treated a case 
of pernicious anemia similarly. The case was com- 
plicated by pulmonary tuberculosis and a previous 
blood transfusion had been given without benefit. As 
the result of his observation of the effect of splenec- 
tomy upon both pernicious anemia and pulmonary 
tuberculosis, Charlton has come to the conclusion 
that there is no relation between the two conditions 
and the presence of pulmonary tuberculosis is not a 
contra-indication to splenectomy in such cases. The 
patient’s general condition as well as the blood pic- 
ture showed a decided improvement following the 
operation whereas the lung condition remained unin- 
fluenced and gradually became worse. Bove (Z). 
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DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Taylor, A. S.: Brachial Birth Palsy and Injuries of 
Similar Type in Adults. Surg., Gynec. & Obst., 
1920, XXX, 494. 


The author takes issue with those who claim that 
brachial birth palsy and similar injuries nearly al- 
ways become cured spontaneously. The percentage 
of spontaneous recoveries is in reality very small. 
Such recovery occurs within three weeks if at all. 
Birth palsy is due to nerve injury varying from 
overstretching of the brachial nerves to complete 
tearing or avulsion of the roots and involving one or 
two nerves or the entire plexus. An injury of this 
kind results in paralysis of groups of muscles and 
secondarily in subluxation of the shoulder, con- 
tractures of the unparalyzed muscles, and accom- 
modative changes in the shape of the bones. 

On pathologic examination torn nerves and nerve 
sheaths, torn fascia, and muscle with extravasated 
blood forming hard cicatricial tissue which prevents 
regeneration of the nerve are found. 

The symptoms of the condition are given in 
detail. The author advocates early operation 
consisting of exposure and suture of the affected 
nerves. 

Following the operation the arm should be put 
up in a position to allow relaxation of the affected 
' muscles, i. e., in external rotation and abduction. 
The head also should be fixed to prevent pulling on 
the recently sutured nerve. Such fixation should be 
continued for three months, after which physio- 
therapeutic measures should be begun. 

The author has operated on 70 cases. There 
were 3 deaths, only 1 of which might be attributed 
directly to the operation. Taylor does not claim 
that absolutely perfect physiological recovery will 
follow the operation but does claim that it will 
result in marked improvement. 

Fourteen cases of injuries of the Erb type in adults 
were operated upon, but the results in these were 
not so good as those obtained in children. 

The article is well written and the illustrations are 
excellent. B. H. Moore. 


Beninde: The Spread of the Bone Disease Incident 
to the Hunger Blockade in Prussia; Rachitis, 
Late Rachitis, and Osteomalacia. (Die Ver- 
breitung der durch die Hungerblockade hervorge- 
rufenen Knochenerkrankungen unter der Bevoel- 
kerung Preussens; Rachitis, Spaetrachitis, Osteo- 
malacia). Veroeffentl. a. d. Geb. d. Medizinalverw., 
1920. X, 121. 

Since the fall of 1917, and especially since that of 
1918, there have developed in Prussia numerous 
cases of a bone disease which resembles the more 
severe forms of rickets, late rickets, and osteo- 
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malacia. While the reports do not indicate the 
entire extent of the condition, they show that the 
communities most severely affected are the larger 
cities and industrial centers. 

On the basis of the ages of the patients the diseas 
may be divided into three fairly distinct types. The 
first and largest group of cases are those of infants 
and children under 5 years of age. Most of the 
infants are bottle fed but breast-fed infants are 
also affected. Even among the better classes in 
which infant welfare work is done severe cases of 
rickets have been rather frequent. The clinical 
picture is characterized by pain in the bones upon 
movement, softening, curving and increased friabil 
ity of the bones, and craniotabes. In the more severe 
cases it is possible to bend the long bones manually. 
Children affected do not learn to walk until late, 
sometimes as late as the sixth year. Those between 
the second and sixth years of age usually forget how 
to walk. 

The second group of cases are those of children 
between 14 and 19 years of age. Children between 
6 and 14 are rarely affected. The clinical picture o/ 
this type is that of late rickets. It is seen most often 
in males whose bones are overtaxed by much walk- 
ing, standing for long periods of time, or the carrying 
of heavy burdens. It therefore occurs principally 
in the industrial centers. Females are affected onl\ 
rarely as few are engaged in these occupations. In 
the first stages pain develops in the overloaded 
bones but disappears during rest. Later, thickening 
and curvature of the bones result and pain is felt 
when pressure is exerted over the epiphyses. The 
X-ray picture shows ragged, indistinct epiphyses 
and a lighter area at the ends. In severe cases 
fractures occur without apparent cause and hea! 
usually with the formation of a pseudarthrosis. 
In such cases operations on the bone give poor 
results. 

The third group of cases are those of persons above 
19 years of age. Persons between 20 and 35 are 
rarely affected. Most of the sufferers are women 
between 4o and 60 years of age, especially pregnant 
women and those in the puerperium. Like ostco 
malacia, the disease affects principally the legs and 
the spine and manifests itself by severe pain, cur 
ing, and increased friability of the bones. Fracture- 
may occur even while the patient is in bed. 

The disease is due undoubtedly to the effects 01 
the war blockade which restricted the supply ©! 
nourishing food. To overcome it better food 1- 
essential, especially food rich in fat and albumin. 
Calcium, phosphorus, arsenic, and cod-liver 01! 
are of value. Some authors favor injections 0! 
adrenalin. The treatment should include also re=! 
in bed, fresh air, sunlight, artificial heliothera)) 
salt baths, and exposure to the ultra-violet rays. 

Krauss (Z). 
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Chapman, H. S.: The Results Obtained in the 
Treatment of Chronic Arthritis by the Removal 
of a Distant Focus of Infection. Ann. Surg., 
1920, Ixxi, 648. 


The most common foci of infection are the teeth, 
the tonsils, the genito-urinary tract, the sinuses, the 
bronchi, the gall-bladder, the gastro-intestinal 
tract, the pancreas, and the appendix. Strepto- 
cocci, gonococci, staphylococci, and pneumococci 
are the organisms most frequently found and 
arthritis, nephritis, gastric ulcer, endocarditis, 
myocarditis, iritis, and hyperthyroidism are the 
most common conditions due to distant foci of 
infection. 

Bradford in 1883 reported two cases of so-called 
rheumatic arthritis of the spine in which there was a 
history of gonorrhoea. Billings reported eight cases 
of chronic arthritis which were cured by the re- 
moval of the focus of infection. In two cases in- 
jections into rabbits of streptococci obtained from 
the foci caused a simple or multiple arthritis. In 
most of the cases reported in which marked im- 
provement followed the removal of the focus of 
infection the focus was in the teeth or tonsils. In 
some cases improvement was noted in two or three 
weeks, but as a rule the joint symptoms did not dis- 
appear entirely before six or eight months. 

Every case of chronic arthritis and acute arthritis 
should be treated on the presumption that it is due 
to an infection or to trauma. The history should be 
taken carefully and the patient subjected to a de- 
tailed physical examination. Usually routine blood 
and urine examinations are necéssary, and in many 
cases an X-ray examination in addition. Special 
attention should be paid to the history of Neisserian 
infection, the time of the infection, its duration, and 
the nature of the treatment given. In the physical 
examination particular attention should be paid to 
the teeth, nasal sinuses, tonsils, and genito-urinary 
tract. 

In many cases a number of foci have been 
found, such as a chronic prostatitis and chronic 
tonsillitis, or a chronic prostatitis and a chronic 
root abscess or pyorrheea. 

After proper treatment 42.3 per cent of the 
cases in which the genito-urinary tract was the 
source of infection have shown definite improve- 
ment. 

It is of interest to note that in over 54 per cent of 
the cases in which the teeth were the foci, the con- 
dition developed between the ages of 40 and 60 
years. Of these, 61.5 per cent showed definite im- 
provement. In 15.3 per cent there was no im- 
provement. 

_ Of seven cases in which tonsillectomy was per- 
formed, there was marked improvement in four. 

The article is summarized as follows: 

t. Fifty per cent of cases of chronic arthritis 
treated by the removal of foci of infection showed 
definite improvement. 

2. The most striking results were obtained when 
the focus was in the genito-urinary tract. Very 


rapid recovery occurred in cases in which the teeth 
were the focus of infection. 

3. Removal of the tonsils in a few cases was 
followed shortly by the disippearance of pain and 
later by the return of function to the injured joint. 

J. J. KURLANDER. 


Molesworth, H. W. L.: A Clinical Study of Infec- 
tions of the Hand. Lancet, 1920, cxcviii, 1055. 


The author reviews 168 cases of infections of the 
hand in working people and shows the uniformly 
satisfactory results which are obtainable by early 
and judicious surgical intervention. 

Fluctuation as an indication of the presence of 
pus should not be awaited. The point of maximum 
tenderness is most valuable in the determination of 
the site of suppuration. Wide and ample incision 
for free drainage reduces to a minimum the time of 
disability and the danger of serious complications. 

Gas anesthesia is necessary for efficient treat- 
ment and a tourniquet is an additional convenience 
as it allows careful exploration in a bloodless field. 

Abscess on the palmar aspect of the hands and 
fingers was responsible for 50 per cent of the cases 
of suppurative tenosynovitis in the series reviewed. 
In such cases the sheath should be opened to its 
full length, the portion over the joint being left 
intact. If the tendon is a dull yellow, excision is 
indicated. The proximal end of the tendon should 
first be stitched to the periosteum of the proximal 
phalanx to prevent retraction upward and the forma- 
tion of a secondary abscess. In the after-care it is 
important to move the fingers daily. 

The treatment of bone and joint infections is 
unsatisfactory as 5 of every 17 cases eventually re- 
quire amputation. These infections are always 
secondary and the result of spreading suppuration 
which at first may be treated very easily and satis- 
factorily. 

The author rightly lays claim to originality in the 
view that palmar abscess is the most common cause 
of tenosynovitis and that the method of securing 
the proximal end of the tendon to the proximal 
phalanx before excising it is an additional and useful 
surgical procedure. A. C. Jounson. 


Bier, A.: Neoarthroses, Especially Those of the 
Knee Joint (Ueber Nearthrosen, besonders ueber 
solche des Kniegelenks). Zentralbl. f. Chir., 1920, 
xlvii, 2. 

The feasibility of any operative method for the 
formation of a neoarthrosis is best tested in the knee 
joint. Even after Helferich’s method—the inter- 
position of a soft tissue flap between the ends of 
the bone—a mucous membrane sac is formed by 
liquefaction of the transplant. Helferich’s method 
is very complicated in the foot and knee joint. The 
operative field must remain sterile, and careful 
attention is necessary in the after-treatment. 

Other more simple methods are those in which 
the cavity is filled with blood, serum, normal salt 
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solution, or sterilized gelatin. The results of these 
methods, however, are not at all constant or certain. 
As in the Helferich method, the danger of infection 
is great, especially if the resected joint is placed in 
flexion, which is absolutely necessary to obtain good 
function. The danger may be ameliorated some- 
what by cleansing the cavity witha 5 per cent solu- 
tion of tincture of iodine. 

The after-treatment should consist of flexion for 
from ten to fourteen days, extension for three or 
four days, and then flexion during the night and 
extension during the day followed by active motion. 
The patient should be allowed up after four to six 
weeks with or without the application of the 
Scharnier apparatus. 

Very old ankylosis is not a contra-indication to 
the operation. Kose (Z). 


Peltesohn, S.: A Contribution to the Knowledge 
of Congenital Foot Deformities (Beitraege zur 
Kenntnis der angeborenen  Fussverbildungen). 
Berl. klin. Wehnschr., 1920, lvii, 111. 


The author gained valuable information regard™ 


ing the etiology of congenital foot deformities dur 
ing the war. This paper deals with a case of metatar™ 
sus varus congenitus and a case of a special type of 
metatarsus abductus. The X-ray demonstrated 
spina bifida occulta in both. This condition was 
present also in 6 other cases of congenital foot defor- 
mity. 

During his investigation the author gained the 
impression that spina bifida occulta is present 
in the majority of cases of congenital club-foot. 
His conclusions are as follows: Spina bifida occulta 
associated with congenital foot deformities and 
especially with congenital club-foot is much more 
common than has been believed hitherto. Whether 
there is any more definite relationship between the 
two conditions can be determined only by further 
investigations on large numbers of cases. In cases 
of both acquired and congenital foot deformities 
in which the etiology is doubtful the demonstra- 
tion of a spina bifida occulta by means of the X-ray 
may be the deciding factor. Berta DoLLIncER (Z). 


FRACTURES AND DISLOCATIONS 


Girdlestone, G. R.: The Care of Crippled Children. 
Brit. M. J., 1920, i, 697. 

A study of 1,001 cripples more than 16 years of 
age made by the Birmingham Education Com- 
mittee demonstrated that only 111 were able to 
perform remunerative work at home and 531 were 
unable to do any remunerative work whatever. 

A plan is suggested whereby cripples may be 
cared for in hospital schools erected and maintained 
under government supervision. The benefits de- 
rived from such a plan would be manifold. Many 
children would be reached who, under the present 
system, are receiving little or no attention because of 
their lack of financial means or their remoteness 
from hospital advantages. A great number of crip- 


ples who are confined in industrial homes, work- 
houses, or infirmaries, or are otherwise burdens 
upon the state and society, would be transformed 
into producers and thereby rendered useful assets 
to the state. 

By such a plan a given territory would be 
divided into districts and in each district a “res 
idential school” would be established in addition to 
the hospital school. Here children who are severely 
crippled or who live far from a school would be 
cared for. When discharged from the hospital 
such children would remain under the supervision 
of the orthopedic surgeon and continue to attend 
the school and workshops. 

The author suggests that in England and Wales 
the plan can be carried out best through the co 
operation of the Ministry of Health and the Board 
of Education. In London and other large cities 
each orthopedic hospital or general hospital with 
an orthopedic department should care for the chil 
dren in its own section of the city and should have 
beds for crippled children from the country. 

The types of cases to be cared for fall into three 
groups: (1) deformities, (2) paralyses, and (3) 
surgica] tuberculosis and other affections of the 
bones and joints. 

An ideal hospital school for crippled children 
should have open-air wards in the country and 
should be built on dry subsoil and near a main 
town. It should be affiliated with a good general 
hospital and equipped with a sufficient number of 
beds. The unit should be of manageable size, per- 
haps not over 200 beds, and should have oflices in 
which the administrative end of the work m'y be 
cared for. In construction and design it should 
be semi-permanent and of the bungalow type. 

Architectural plans for the erection of such a 
hospital, suggestions regarding its equipment and 
its maintenance under government supervision, 
and an estimate of expenditures necessary for its 
successful operation are given in detail. 

T. D. Moore. 


Rauenbusch: Conservative Treatment of Severe 
Gunshot Fractures (Tratamiento conservador de 
las fracturas expuestas graves por armas de fuego 
Rev. de la Asoc. med. argent., 1919, XXxxi, 605. 

This article is based on the author’s experience 
in the war zones of Poland, France, and Belgium. 
The treatment of the average case of gunshot 
fracture in which the patient does not react from 
shock was to shave the skin, cleanse the parts with 
gasoline, and iodize freely, under anesthesia i! 
necessary. Free incisions were sometimes made 
into the wound. All foreign bodies were removed. 
Bone fragments loose in the tissues were removed 
when free from periosteum, but if the periosteum was 
attached the fragments were left in place. Protrud- 
ing spicules of bone were cut off, but large protrud- 
ing portions were returned to normal apposition 
after disinfection. All damaged and_ hopelessly 
lacerated tissue was freely incised. 
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Conservative treatment then consisted of free 
drainage and immobilization by means of plaster 
casts. Double fenestrated and bracket casts were 
both employed routinely in large field hospitals in 
which soldiers arrived from twenty-four to forty- 
eight hours after the injury. Aluminum brackets 
were especially favored because it was possible to 
bend them easily into the required form. 

With open treatment installed, wounds were 
cleansed two or three times daily with hydrogen 
peroxide. Cases in which joints also were involved 
and which reached the hospital within twenty-four 
hours after injury were treated by arthrotomy 
and the removal of foreign bodies from the articular 
cavities. This was followed by the injection of a 
mixture of phenol, camphor, and alcohol into the 
joint cavity, closure of the joint, and the applica- 
tion of a cast. 

Close watch of the patient’s progress is necessary 
in order that amputation may be performed quickly 
for such indications as gangrene, secondary hemor- 
rhage, extensive cellulitis, and profuse and pro- 
longed suppuration. 

The greater portion of the article is made up of 
case histories which are illustrated with photographs, 
radiographs, and diagrams of the lesions discussed. 

W. R. MEEKER. 


Fleuster: The Treatment of Fractures with the 
Schoenmann Clamp; Double Clamp Extension 
(Frakturenbehandlung mit der Schoenmannschen 
Zange; Doppelzangenextension). Berl. klin. Wchn- 
schr., 1920, lvii, 192. 

In the treatment of fractures at the Cologne clinic 
the adhesive tape method of extension and the nail 
extension method have been entirely superseded 
by the use of the Schoenmann clamp. A set screw 
regulates the depth to which the points of the clamp 
are to penetrate the bone. The method is simple 
and there is no danger of infection. 

To avoid lateral displacement double extension 
above and below is necessary in cases of fracture 
of the forearm and leg. The knee or elbow is slightly 
flexed and the teeth of the clamp are applied in the 
one case at the malleoli or calcaneus and the con- 
dyles of the tibia or femur, and in the other case at 
the condyles of the humerus and the styloid process 
of the ulna and radius. After some consolidation 
has taken place a circular plaster of Paris cast is 
applied. BRUENING (Z). 


Hey-Groves, E. W.: The Application of Bone- 
Grafting in the Treatment of Fractures. Lan- 
cet, 1920, cxeviii, 1048. 

Although the author advocates the use of bone 
grafts in properly selected cases, he warns against 
the present tendency to outrun discretion as it may 
discredit an operation of unquestionable merit. 
Axial traction and early motion of joints give good 
functional results in simple fractures. The ten- 
dency toward the use of sliding inlay grafts and pro- 
longed fixation of joints in plaster is to be regretted. 
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Intramedullary bone pegs, which are from 1 to 
2 in. in length and from 3% to 1% in. in thickness, 
have a small boss in the center to prevent their 
slipping too far into one fragment. This has given 
great satisfaction when: (1) the case is clean, (2) 
there is no comminution, and (3) the fracture is 
nearly transverse. 

Autogenous grafts are preferable, although ox 
bone perforated by drill holes to facilitate vascu- 
larization may be used. They seem to be able to 
survive under septic conditions. It is important to 
correct deformity before the graft is inserted and 
firmly fixed. 

Three types of tissue are encountered in the bed 
into which the graft is inserted: (1) latent septic 
scar tissue, (2) atrophy of bone ends, and (3) sclero- 
sis of bone ends. 

Operations for non-union must frequently be 
done in several stages: (1) the replacement of 
adherent or thin cutaneous scars by pedicled skin 
flaps, and (2) the excision of deep scar tissue and 
unhealthy bone ends, followed in from two to six 
months by the bone grafting operation. Different 
techniques and methods of application may be 
used in applying grafts to long bones. 

H. W. MEYERDING. 


Jones, E.: The Operative Treatment of Irreducible 
Paralytic Dislccaticn of the Hip Joint. J. 
Orthop. Surg., 1920, ii, 183. 

The author describes his modification of the Albee 
operation on dislocated hips when the acetabulum 
is shaJlow and the hip will not stay in place after 
reasonable trial by the bloodless method. 

The operation consists of the turning down of a 
superior curved lip of bone to overhang the deficient 
acetabulum and maintain the reduced femoral head. 
The position of the overhanging lip or rim is main- 
tained by tibial bone grafts. 

Jones reports a very interesting and instructive 
case, that of a student 18 years of age who had had 
infantile paralysis when 18 months old. There was 
an extreme flexion adduction deformity of the 
hip with 914 in. of apparent shortening. The 
great trochanter was 4 in. above Nelaton’s line. 
The X-ray showed a high iliac dislocation with 
moderate coxa valga and practically no acetabulum; 
malformation of the ferroral heed; and maiked 
atrophy of the shaft and right pelvis. The tech- 
nique of operation was as follows: 

With the patient on the Hawley table direct 
skeletal traction was obtained by a Steinmann pin 
inserted above the condyles of the femur. Two 
metal chains connected the pin and the Hawley foot- 
piece. The traction was regulated by an assistant. 
Flexion adduction deformity had been corrected 
previously by open tenotomies of the iliopsoas and 
adductors and extensor femoris. The Smith- 
Peterson incision gave excellent exposure of the 
ilium and acetabulum. The iliac incision was 
curved to 3 in. below the trochanter and that bone 
was removed with a wide osteotome. The capsule 
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Sartorius 


Tensor 
fascia femons 


Fig 1. Line of incision for subperiosteal approach to 
the hip joint. 


was split longitudinally and the head of femur ex- 
posed and remolded, care being taken not to remove 
any of the weight-bearing cartilage. The rudimen- 
tary acetabulum was found filled with fat and 








areolar tissues. This was removed, together with 
a thin fibrous cord, the remains of the teres liga- 
ment. The joint capsule was represented by an 
extremely thin, overstretched membrane which 
was peritoneum-like in thickness. Thé acetabulum 
barely admitted the tips of the first two fingers 
(Fig. 2). Skeletal traction was very carefully ob- 
tained at intervals, and the pulsation of the femoral 
artery was watched. 

The head of the femur was gradually brought 
down to the level of the acetabulum. There was no 
evidence whatever of circulatory disturbance al- 
though the traction seemed extreme. Traction 
followed by equally gradual abduction engaged the 
head at the edge of the acetabulum. With a chisel, 
a 4-in. curved lip of bone was turned down and out- 
ward approximately 1 in. above and behind the 
acetabulum to form a curved roof about 1 in. in 
width and thickness (Fig. 3). A tibial graft 3 in. 
long and 34 in. wide was obtained from the right 
tibia and cut in half. The transplants were shaped 
with the motor saw and inserted above and behind 
the newly-formed acetabular roof (Figs. 4, 5, 6). 
The trochanter was then replaced and held with a 
kangaroo suture, and the relaxed capsule reefed 
with two similar mattress sutures. The soft tissues 
were closed with chromic catgut without drainage. 
The Steinmann pin was removed and a long spica 
applied from the toes to the nipple-line in 30 degrees 
abduction. 

The convalescence was uneventful. The plaster 
spica was changed to a short spica at the eighth week. 
At the end of the sixteenth week all fixation was 





Fig. 2. Fig. 3. Fig. 4. 


Fig. 2. Schematic drawing of a persistent paralytic 
dislocation. Note the overstretched atrophied capsule 
and trochanteric muscles, the deficient atrophied aceta- 
bulum, the distorted femoral head. The dotted line 
indicates the approximate depth of the normal acetabulum. 


Fig. 3. Turning down a superior bony lip to form an 
efficient acetabular roof. : 

Fig. 4. The roof turned down and a notch prepared fo! 
the tibial transplant. 
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Fig. 5. 


Fig. 6. 


Fig. 5. The tibial transplant being forced into place. The head of the 


femur is remolded. 


Fig. 6. The dislocation reduced and maintained by the now efficient 


acetabulum. 


removed and massage, muscle training, and active 
motion were begun. Seven months after the opera- 
tion there was 70 degrees of voluntary flexion. The 
patient walked with a cane and wore a high shoe to 
compensate for an atrophic shortening of only 414 
in. On September 20, 1919, two years after the 
operation. the patient reported by letter that he had 
entered an agricultural college, was able to run a 
tractor, and walked without a cane. 

The author draws the following conclusions: 

1. In certain cases of so-called irreducible para- 
lytic dislocations of the hip, correction of the de- 
formity with function can be obtained. 

2. Hoffa’s belief, based on experiments on the 
cadaver, that rupture of the blood vessels and nerves 
must occur in long-standing cases before surgical 
shortening can be obtained does not hold true in the 
living. 

3. Muscles in paralytic hips which by their con- 
tractures are able to perpetuate a dislocation at the 
hip are able also to perform function if the disloca- 
tion can be reduced. Therefore arthrodesis should 
not be the method of choice except in cases of 
flail hips. Purp Lewin. 


Foldes, D.: Fractures of the Patella, Os Calcis, 
and Olecranon Treated by Fischer’s Apparatus. 
Surg., Gynec. & Obst., 1920, Xxx, 510. 


Fischer’s method for the treatment of fractures 
of the patella can be applied as a conservative or 
as a postoperative method of treatment. 

When used as a conservative method it solves 
the problem of the approximation of the fragments 





and the mobilization of the joint without causing 
diastasis when the joint is flexed. 

When used postoperatively it relieves the tension 
on the sutures by overcoming the retraction of the 
quadriceps muscle, permits the patient to be out of 
bed, and prevents separation of the fragments dur- 
ing mobilization. 

The apparatus consists of a steel plate with hooks 
at each end. The traction can be increased either 
by bending the steel plates or by using a greater 
number of plates. 

A piece of hard wood, 30 cm. long, with a pulley 
at each end, may be substituted for the steel plate 





Fig. 2. Wooden apparatus. 
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apparatus. Springs and turnbuckles are used to hold 
together the ends of the cord carried over the pulleys. 

Adhesive traction splints are placed on the ante- 
rior surface of the thigh and leg. A hole is cut in the 
upper wider adhesive and the lower adhesive splint 
is pulled through this opening. The ends of the 
adhesive strips are hooked to the ends of the steel 
apparatus. When the wooden apparatus is employed 
a small piece of wood is inserted at the end of the 
adhesive strip and a cord is tied to it. This cord is 
carried over the pulleys and attached to the turn- 
buckles. 

The traction is constant and can be accurately 
adjusted. The apparatus may be used for fractures 
of the patella, olecranon, and os calcis, and in any 
case in which traction is necessary to overcome the 
separation of bone fragments. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Gregoire, R.: Obturation of Bone Cavities by 
Muscle Strips (Obturation des cavités osseuses par 
lambeaux musculaires). J. de chir., 1919-20, Xv, 593- 

Grégoire gives the clinical histories of three cases 
in which he used muscle strips to fill bone cavities. 
These were cases of old, extensive cavities second- 
ary to an osteomyelitic process, and bone lesions 
which were surrounded by a thick muscle sheath. 
Such cavities are the most difficult to close by 
epidermization, but in the cases reported closure was 
obtained in from twenty-one to thirty-five days. 

A properly cut muscle strip holds well and without 
traction in a cavity. The war has disproved the 
theory that the removal of a strip of muscle com- 
promises the functioning of a limb. It is not known 
whether the muscle strip degenerates into fibrous 
tissue or undergoes osseous transformation, but the 
cavity fills and suppuration ceases, which is the 
object sought in the treatment. 

The cavity should be cleared of sequestra, 
curetted, trimmed, and filled at the one interven- 
tion. The bone should be trephined sufficiently to 
permit the removal of all the sequestra and the 
filling of the recesses. Two radiographs should be 
taken at perpendicular axes in order that the site 
of the cavity in relation to the thickness of the bone 
may be determined exactly. The muscle strip 
should be cut long so that it will fit into the cavity 
easily without traction and its root should be large 
so that it will have sufficient nourishment. The 
fact that retraction will occur must be taken into 
account. Asa rule the patient will be able to execute 
all movements and cicatrization will be complete 
at the end of four or five weeks. W. A. BRENNAN. 


Massart, R.: The Surgical Treatment of Definite 
Radial Paralysis by Tenoplasty (Traitement 
chirurgical des paralysies radiales définitives par la 
ténoplastie). J. de chir., 1919-20, xv, 601. 


The literature shows that during the war surgeons 
were not disposed to use tenoplasty in the treat- 


ment of definite paralysis. Before the war this 
method was widely employed in the treatment oj 
infantile paralysis, but paralysis due to nerve sec- 
tion was rarely treated by either myoplasty or 
tenoplasty. In Germany, however, Perthes re- 
ported 26 such cases in which excellent results were 
obtained by tenoplasty. 

Tendon transplantation is indicated: (1) in cases 
of old injuries in which no nerve operation has been 
done; (2) in cases of old injuries in which neurorraphy 
has not been effective; and (3) in cases of recent in- 
juries when the nerve lesion is too extensive to be 
followed by regeneration. The first object of opera- 
tion is to re-establish the extension of the carpals and 
metacarpals and the extension of the first phalanx on 
the metacarpal. This having been realized, the ex- 
tension of the second and third phalanges will be facil 
itated by the interosseous and lumbricales muscles. 

The author reviews the various techniques which 
have been employed in the treatment of paralysis 
of the radial nerve, giving special consideration to 
those of Murphy, Berger and Banzet, Byrne, Jones, 
Henry, and Perthes. 

Massart’s technique associates a shortening of 
the extensor tendons with transplantation of the 
tendons of the great palmar, the lesser palmar, and 
anterior ulnar, brought together en fronde on the 
extensors of the fingers and thumb. The hand, in 
forced supination, is placed flat on a small table and 
a horse shoe incision is made below the fold of flexion 
of the wrist, care being taken to avoid cutting the 
lesser palmar and also the anomalous arteries which 
are frequently found in this region. The great 
palmar is freed at the level of its insertion at the 
metacarpal base, the anterior ulnar being freed at the 
same time. After the liberation of the three tendons 
the hand is turned so that the dorsal surface is 
upward. A long dorsal incision is then made descend 
ing along the back of the hand as far as the middle 
third of the metacarpals and exposing the dorsal 
ligament of the carpal and the extensor tendons 
where they branch from the dorsal ligaments. The 
incised strip is then turned back and the tendon 
shortening continued. The most simple method is 
a plication of all the common extensor tendons and 
those belonging to the fifth and second digits. 

When these tendonsare shortened those previously 
sectioned are sought on the anterior side and brought 
to the posterior surface, beginning with the anterior 
ulnar. With a Kocher forceps passing between the 
ulnar and the tendon of the posterior ulnar muscle 
the anterior ulnar tendon is drawn through to the 
posterior surface and sutured to the three shortened 
internal tendons. Similar manceuvres are executed 
with the other tendons. During the entire opera- 
tion extension of the hand and first finger is main- 
tained by an assistant. 

A wire splint is used. Careful mobilization may 
be permitted by the eighth day. An important 
factor in the treatment is massage. 

While the tendon transplantation described does 
not restore normal movement and suppleness, it 
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makes it possible to use the hand. It allows move- 
ment of the small articulations of the fingers and 
prevents stiffness, ankylosis, and permanent retrac- 
tion. When it is well done the hand functions well 
without the use of any prosthetic apparatus. 

W. A. BRENNAN. 


Dujarier, C.: The Treatment of Pseudarthroses of 
the Leg (Traitement des pseudarthroses de jambe). 
J. de chir., 1920, xvi, 31. 

In 130 cases of pseudarthrosis operated upon by 
Dujarier there were 24 cases in which the leg was 
involved. Only 3 were cases of closed fracture with- 
out loss of substance. In the great majority the loss 
of bone amounted to 5 or6cm.,and in some instances 
was as much as 10 cm. 

In the treatment of pseudarthroses without loss 
of substance reduction with leverage and coaptation 
of the fragments is sufficient, but in many cases 
considerable traction must be applied. Metallic 
plates have not been used in securing coaptation as 
clips have been found adequate. 

When there is extensive loss of substance grafting 
is necessary. Dujarier used grafts according to the 
Albee technique in 12 cases. The graft is generally 
cut in the vicinity of the lesion to be repaired. In 
some cases more than one piece of bone may be 
necessary. It does not seem to make any difference 
whether the periosteum is removed with the bone 
or not. 

Suppuration did not occur in any of Dujarier’s 
12 cases and satisfactory consolidation was obtained 
in all except 1. In 3 cases the graft fractured five or 
six months after the operation. The fracture was 
always in that part of the graft which corresponded 
to the area of loss of substance. Grafts seem to be 
especially fragile after they have been inserted for 
this length of time. Reconsolidation was obtained 
in these cases by continued treatment. It is possible 
that the fractures may have been due to the fact 
that the grafts were taken from bones affected by 
slight osteoporosis. 

Of the 12 cases operated upon by Albee’s method 
complete consolidation was obtained in 10. In 6 
cases of slight loss of substance in which a graft 
was inserted according to a technique other than 
that used by Albee consolidation resulted in 5 and 
suppuration in 1. A graft with periosteum was used 
successfully in 3 cases. 

In the 24 cases fractures due to suppuration 
occurred in 2, successful results were obtained in 
20, and 2 cases are still under treatment. In most 
instances the consolidation was obtained in from two 
to four months. W. A. BRENNAN. 


Bastos Ansart, M.: The Treatment of Pseudar- 
throsis of the Neck of the Femur by Albee’s 
Method (Sobre el tratamiento de las pseudartrosis 
del cuello del femar por el método de Albée). Prog. 
de la clin., Madrid, 1920, viii, 146. 


In all pseudarthroses, and especially those of the 
neck of the femur, the current method of treatment is 


the application of osseous transplants. The use of 
bone grafts obtained from the same patient is more 
rational from a physiological standpoint than the 
employment of ligatures, screws, or spikes of 
ivory or other materials. The osseous transplant 
continues to live, so that in addition to giving me- 
chanical support it serves the physiological function 
of regeneration. These principles, together with the 
improved technique of Albee, have greatly simpli- 
fied the operation and improved the ultimate results. 

The author’s adaptation of the Albee method is 
as follows: 

The upper extremity is perforated with a special 
variety of bone drill, beginning opposite the base 
of the neck and extending medially and upward 
within the neck. A bone graft is then taken from 
the tibia by means of a twin saw and dressed with a 
die-stock the same size as the drill which has been 
used so that it exactly fits the channel in the neck 
of the femur. This plug may be inserted with per- 
fect adjustment and without the use of force. 

The causes of non-union in fractures of the neck 
are chiefly physiological, i.e., low vitality of the 
fragments and malposition of the fractured sur- 
faces. The Albee method brings about ideal 
coaptation of the fracture surfaces. 

The author does not claim to have improved the 
original technique nor to have devised any impor- 
tant additional steps, but calls attention to these 
points which he regards as of special value: 

1. Placing the leg previously in internal rota- 
tion and maximal abduction so that apposition of 
the fragments may be obtained most easily. As a 
rule a plaster cast should be applied afterward to 
sustain the parts in this position. 

2. Inserting the graft exactly in the edge of the 
neck, low down at the superior end of the diaphysis, 
and directing it obliquely toward the center of the 
head or somewhat higher. W. R. MEEKER. 


ORTHOPEDICS IN GENERAL 


Elmer, W. G.: The Operations We Have Found 
Most Satisfactory in the Orthopedic Depart- 
ment of the University of Pennsylvania. Penn- 
sylvania M. J., 1920, xxiii, 394. 

The family physician is the first one to see and 
recognize an acute illness which, if neglected, may 
lead to crippling deformity. He is also the first to 
perceive congenital abnormalities which require 
early attention by the orthopedic surgeon. 

Cases of tuberculosis of the hip, knee, ankle, 
tarsus, shoulder, and elbow are usually: not operated 
upon. In some cases aspiration or incision and drain- 
age is indicated, but usually the condition is treated 
by fixation and rest of the diseased part. The prin- 
cipal objects of treatment are the prevention of 
crippling deformity during repair and maximum 
function after cure. 

When the completely separated head of the femur 
acts as a foreign body in the joint it is best to remove 
it. 
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If seen and recognized early, joint tuberculosis in 
children can be cured in less than a year, but when 
the destructive processes are far advanced, a child 
cannot be pronounced definitely cured before about 
three years. 

Tuberculosis of the spine is treated in two ways: 
(1) rest in bed on a Bradford frame and Buck’s 
extension followed by the application of a plaster 
of Paris jacket and a spine brace; and (2) opera- 
tion. The operative method consists of the inser- 
tion of a bone graft from the tibia into the spine 
and the use of a spine brace for about one year. 
Children under 8 years of age are not treated by 
operation. 

The advantages of the use of a bone graft is that 
it not only prevents a kyphosis from growing worse, 
but may cause it to disappear entirely as the graft 
is taken from the diaphysis of the tibia and grows 
very siowly in length. The arches of the vertebra, 
being unaffected by the disease, grow normally, 
and the growth being anterior to the bone graft, 
the kyphos gradually straightens. 

Infantile paralysis is treated early for the pre- 
vention of deformity. If deformity has already 
resulted the treatment must consist of correction 
and fixation in the corrected position. This is 
accomplished by tenotomy, tendon transplantation, 
plastic tendon operations, arthrodesis, etc. 

As a rule reconstructive operations are not under- 
taken until four years after the initial illness. 
Arthrodesis is not done until the child is 8 years 
old. The use of artificial tendons and ligaments of 
silk has been found less satisfactory than other 
methods of treatment. 

The author believes that more can be accom- 
plished by operations on the muscles than by opera- 
tions on nerve trunks. 

In congenital dislocation of the hip the best 
method of reduction is that which was devised by 
Davis. 

Congenital and acquired wry neck has_ been 
treated by open operation, the sternal or clavicu- 
lar portion of the sternomastoid muscle or both 
being divided as the case requires. The head and 
trunk are enclosed in plaster with over-correction. 
The child is allowed out of bed the next day and 
the plaster is removed in three weeks. 

Knock-knees and bow-legs are treated by oste- 
otomy if the child is over 4 years of age, and by 
braces if it is less than 4 years of age. 

Hallux valgus is treated by removing a wedge of 
bone from the inner side of the first metatarsal bone 
just behind the head and doing a subcutaneous 
tenotomy of the extensor proprius hallucis. 

Cases of slipping internal semilunar cartilage of 
the knee are treated by the removal of the cartilage 
through a small vertical incision between the patel- 
lar tendon and internal condyle with the knee flexed 
over the end of the operating table. 

Acute epiphysitis and acute osteomyelitis in 
children should be operated upon as soon as pos- 
sible. An incision and one or more trephined open- 


ings into the marrow cavity or epiphysis should 
be made. 

Arthroplasty is performed to restore mobile 
function to an ankylosed joint. The operation is 
favored for joints which have become ankylosed in 
poor or deformed positions. Joints which have been 
the seat of tuberculosis and those which are anky- 
losed in a moderately favorable position for func- 
tion should not be operated upon. 

Congenital club-foot which has been neglected 
until the child is 8 or 10 years old is treated by ten- 
otomy of the shortened tendons and forcible correc- 
tion of the bony deformity by means of a mechan- 
ical device causing upward pressure upon the ball 
and heel of the foot and downward pressure upon 
the dorsum. D. H. Levintuat. 


Marshall, H. W.: The Use and Abuse of Mechan- 
ical Supports in Orthopedic Conditions. /0:- 
ton M. & S. J., 1920, clxxxii, 497. 


All mechanical supports are reliable and effective 
when properly used, but most ineffective when 
improperly used or when worn for too short or too 
long a time. Also such orthopedic measures as 
massage, manipulation, baking, early passive 
motion, etc., are of inestimable value when prop- 
erly handled, but disproportionate use of any single 
method to the exclusion of others is bad practice. 

Braces should not be condemned dogmatically 
because of their limitations; their apparent incon- 
veniences should not always be regarded as a sufii- 
cient reason for discarding them. Metal arch :up- 
ports, for instance, are of value in their place, but 
allowing them to be worn too long is a fault as foot 
exercises, etc., must be used later. Sprains of the 
ankles, knees, and elbows must be protected and 
motion properly limited. 

Industrial accident cases present peculiarities of 
their own because the injured workman drawing 
compensation differs from the man not drawing 
compensation. In such cases. especially, the physi- 
cian must guard against the patient’s wearing 
apparatus too long. Complicated appliances cannot 
be used with as much benefit as those which are 
more simple as in the patient’s opinion the discom- 
fort outweighs all the mechanical advantages. 
Baking and massage may be employed much more 
successfully. By careful management patients con- 
sidered to have total permanent disabilities may 
sometimes be transformed into useful wage-earners. 
Braces may be condemned by their wearers and 
soon discarded because they are uncomfortable, 
but in the long run may prove much cheaper and 
more quickly effective than a series of painful man- 
ipulations. 

The requirements of the individual case are 
always to be considered, and in the final analysis 
the best result comes from the successful combina- 
tion of protective treatment and operative and man- 
ipulative surgery. 

In conclusion the author reports several cases 
which illustrate his contentions. R. G. PAcKArD. 
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Fromme, A.: The Cause of Growth Deformities 
(Die Ursache der Wachstumsdeformitaeten). 
Deutsche med. Wchnschr., 1920, xlcvi, 169. 

The study of cases of late rickets which was 
endemic last winter and in which numerous de- 
formities such as knock-knees (14 per cent of the 
cases), bow-legs (13 per cent), and coxa valga were 
observed, has brought the author to the conclusion 
that the primary cause is to be found in a pathologic 
change of the bones. The secondary growth changes, 
however, he attempts to explain by a theory which 
will be applicable to all disturbances of growth. 

Such changes he believes are induced by a rapid 
increase in the body weight which is too great for 
the weight-bearing capacity of the bones, especially 
those of the lower extremities. The deformities 
occur most commonly at the time of the greatest 
growth, i.e., during adolescence, as during this 
period the growing zone is broadest because of 
hypertrophy of the epiphyseal cartilage and there- 
fore is most seriously influenced by trauma. This 
predisposition to traumatic influences is increased 
especially by rickets and late rickets. As a result of 
uniform compression of the growing zone the 
longitudinal growth is retarded and the joint areas 
are broadened out. Then, as a result of unilateral, 
injury, deformity occurs. 

Osteochondritis, particularly the osteochondritis 
coxe juvenilis, and the formation of joint bodies 
during the growing period are also explained by 
this theory. STETTINER (Z). 


Magnus, G.: The Treatment of Rachitic Deformi- 
ties in General Practice (Die Behandlung der 
rachitischen Verkruemmungen in der allgemeinen 
Praxis). Therap. Halbmonatsschr., 1920, xxxiv, 4. 


Orthopedic treatment of rachitis should not be 
begun before the disease itself has terminated, i.e., 
not before the fourth year of life. By the method 
described the bone to be treated is intentionally 
rendered atrophic, poor in calcium, and soft by the 
application of a plaster cast. The legs in their 
abnormal position are encased in plaster for five or 
six weeks. After the removal of the cast the curved 
bones are straightened out manually and the 
extremities again placed in casts for another period 
of six weeks. The second cast is made heavy pur- 
posely so that the atrophy will disappear. 

Thirty cases were treated by this method at the 
Marburg clinic. B. VALENTIN (Z). 


Lovett, R. W.: The Tripod Method of Walking 
with Crutches as Applicable to Patients with 
Complete Paralysis of the Lower Extremities. 
J. Am. M. Ass., 1920, Ixxiv, 1306. 


Complete paralysis of both lower extremities is 
not necessarily a bar to all forms of ambulatory 
activity. If a cadaver is stood upright, the knees 
flex and the body crumples to the floor, but if the 
knees are held rigid by splints and it is steadied at 
the pelvis, the trunk falls forward. Similarly in 
the case of a patient with flaccid paralysis whose 
knees are fixed in the extended position the erect 
position can be maintained without crutches only if 
the gluteus maximus is able to prevent flexion of 
the trunk. Hence the muscles which are most 
important in maintaining the erect position are 
the quadriceps femoris and the gluteus maximus. 

If in case of complete paralysis of the lower extrem- 
ities the knees are kept from flexing by simple 
splints such as calipers, the loss of the gluteus maxi- 
mus can be compensated by using crutches in the 
author’s tripod walking. The crutches are placed 
apart and well forward to form the two anterior 
points of the tripod, while the third point of the 
tripod is formed by the patient’s body which is 
inclined forward at its upper end with the feet well 
behind. This position is stable for two reasons: the 
base of support is a large triangle, and the body is 
stable in the over-extended position because hyper- 
extension of the hips is checked by the ‘‘Y”’ liga- 
ment of Bigelow and the center of gravity falls in 


. front of the hip joints and keeps them extended and 


firm. 

Now, provided there are no contraction deformi- 
ties, the patient can easily stand unsupported. He 
must be taught confidence to re-learn the sense of 
upright equilibrium. Walking is accomplished by 
placing the crutches forward one at a time and then 
jerking the feet forward together by a body move- 
ment, or, if there is slight power in the iliopsoas, 
by advancing one limb at a time. 

The best knee splint is the simple Thomas caliper 
splint consisting of two uprights shaped to the leg, 
which pass down from the groin and are bent at 
right angles into the heel of the shoe, with or with- 
out a stop-joint at the knee. No pelvic band is 
needed. 

Lovett reports several cases, including cases of 
poliomyelitis and fractures of the spine. 

R. G. PackKarp. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Meyerding, H. W.: The Treatment of Tuber- 
culosis of the Spine. Minnesota Med., 1920, 
Ill, 245. 

Of 405 patients with Pott’s disease observed at 
the Mayo Clinic from September, 1912, to January, 
1919, 100 were operated on by a modified Albee 
bone-grafting method. 


Nine of these patients were between 1 and 10 
years of age; 5, between 11 and 20 years; 56, be- 
tween 21 and 30 years; 19, between 31 and 40 years; 
7, between 41 and 50 years; and 4, between 51 and 
60 years. The average age was 25 years. 

Sixty-five per cent were males and 35 per cent 
females. Symptoms had been present in 8 cases for 
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less than one year; in 24, for from one to two years; 
in 21, for from two to three years; in 13, for from 
three to four years; in 10, for from four to five years; 
and in 1, for nineteen years. 

Twenty-two patients gave a history of trauma to 
the area involved; 78 did not mention an injury. 
Twenty-seven had had tuberculosis in other parts 
of the body such as the lungs, joints, testicles, 
peritoneum, etc., before symptoms were manifested 
in the spine. Symptoms of paraplegia were present 
in 7 cases and were not considered contra-indications 
to operation. 

The disease was located in the high dorsal region in 
2 cases; in the mid-dorsal region in 14; in the low 
dorsal region in 27; in the dorsolumbar region in 11; 
and in the lumbar region in 46. Eight patients had 
definite abscesses; 9, suppurative sinuses; and 78, 
definite deformity. Previous treatment, which 
consisted of the application of casts and braces, had 
been unsatisfactory. In 3 of the cases bone grafting 
had been done elsewhere. 

Early diagnosis and careful prolonged care of the 
patient under competent supervision are essential 
for a favorable outcome when tuberculosis attacks 
the spine. Although conservative treatment has 
given a fair percentage of favorable results, a 
definite group of cases remains in which the surgical 
fusions of Hibbs and Albee have shortened the 
period of disability, prevented further deformity, 
and given more certain relief than conservative 
measures. Thus these operations have been placed 
on a sound surgical foundation in the armamen- 
tarium of treatment. 

The fact that the spinous processes and lamine 
are seldom involved in tuberculous spondylitis makes 
the fusion operations practical. It is to be remem- 
bered, however, that the disease process is merely 
immobilized by such surgery and the deformity 
remains; that the patient is tuberculous; and that 
there is probably a focus in another part of the body. 
Nature is slow to produce ankylosis, and external 
splinting to immobilize completely is impossible. 
Surgery, on the other hand, gives the best fixation 
in a comparatively short time. 

The most favorable results are to be obtained by 
a proper selection of patients to be operated on and 
continuance of the conservative treatment after 
operation until, in the judgment of the surgeon, the 
disease process has been arrested. The bone graft 
used in the Clinic cases was curved to fit the de- 
formity. Recumbency, rest, and general physical 
hygiene are essential in all instances. Patients under 
5 years of age and adults who present complications, 
such as suppurating sinuses and pulmonary tuber- 
culosis, should be treated by means of the Bradford 
frame for a period usually of from six months to one 
vear, or until the disease has been arrested. This 
should be followed by the use of plaster of Paris 
casts applied so as to relieve the diseased area of 
weight-bearing and give the spine as much fixation 
in extension as is ‘possible. Still later a Taylor spinal 
brace should be applied. In some instances, when 


the general condition has improved but the symp- 
toms of spinal disease remain unarrested after such 
treatment, a bone-graft operation may be resorted 
to with benefit. The Calot jacket and suspension 
jury masts are useful, especially when the disease 
attacks the upper dorsal and cervical spine. Many 
patients have been treated by casts and braces 
which fail to support the weight above the diseased 
area. The effect of such apparatus is often more 
harmful than beneficial since they act as restrictors 
of respiration and add to the weight and discomfort 
of the already overburdened body. A _ properly 
applied jacket allows breathing space, hyperextends 
the spine, and supports the weight above the 
necrosed area. All braces should be applied under 
the supervision of the attending surgeon and never 
left to the bracemaker. While the latter may be 
proficient in the making of the brace, the principle 
and adjustment require a knowledge of the extent 
of the disease itself. 

Recumbency is without doubt the most satis- 
factory aid to treatment. When the diagnosis is 
made early, fusion is induced surgically and rein- 
forced later by some means of external fixation, 
and when general anti-tuberculosis treatment is 
adopted marked deformity and complication will 
soon become rare. The Rollier sunshine treatment 
should be urged and instituted while the patient is 
under control. Medication may be indicated when 
anemia of a secondary nature is present. Usually, 
however, a nourishing diet, cod-liver oil, fresh air 


_and recumbency are sufficient. Inasmuch as the 


lesion in the spine is a local manifestation of a dis- 
ease process which probably has had its origin in 
a primary focus in some other part of the body, the 
general hygienic care of the patient is of the first 
importance. 

A rule with regard to the period of recumbency 
would be impractical, especially in conservative 
treatment, since the conditions as to activity, ex- 
tent, and abscess complications vary greatly at the 
time the patients present themselves for treatment. 
It is somewhat difficult to decide when the patient 
should be allowed to get up after operation, and the 
judgment of the surgeon varies in different clinics. 
Usually the patient’s relief from pain and desire to 
move are of value in the decision. When the tem- 
perature is normal he may be given permission to 
sit up after a properly fitted brace has been applied. 
Later an X-ray should be taken; the amount ol 
calcification and union are of importance in deter- 
mining the extent of repair. At the Mayo Clini 
the period of recumbency and the time on the frame 
are determined by the patient’s condition atter 
repeated examinations; no definite time for con- 
servative treatment is established. After the period 
of recumbency a cast is applied, and still later, a 
spinal brace. All the while the patient and his 
relatives are impressed with the importance 0! 
general care and especially of fresh air and sunshine 
(Rollier). All patients treated by recumbenc) 
should be kept in an institution long enough for the 
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parents or other relatives to be instructed regarding 
the method. In this way much better results are 
obtainable and the parent who is alarmed on seeing 
the child on the frame for the first time will later 
become a firm believer in the value of the procedure. 

While the time of recumbency cannot be given 
definitely, a year will usually suffice, especially if 
hyperextension and heliotherapy are combined with 
fresh air and proper food and nursing. In surgical 
cases the time of recumbency is lessened; in most 
of the cases at the Mayo Clinic the patient is up and 
about with a cast or brace in six weeks. Care must 
be taken not to fracture or loosen the graft as during 
recumbency and when the patient is turned as well 
as when he is up and about the spine must be kept 
from rotation and flexion. Nurses are taught to 
turn the patient by rolling, the shoulder and thigh 
being grasped so as to prevent twisting of the spine. 
A well-fitted cast, split before operation and padded 
and re-applied immediately afterward, is the best 
means of obtaining fixation in bed. A stiff bed 
should be used, however, and the spring re-inforced 
with transverse boards. During the sixth week the 
brace is applied while the patient is in bed and he 
is allowed to become accustomed to the upright 
position on a back rest before he sits in a chair. 
Within the next few days he begins walking in most 
instances and is then cautioned against removing 
the brace unless he is recumbent. 

It is obvious that the reported results vary 
according to the interpretation of what constitutes 
a cure. It is considered desirable to express the 
value of treatment in terms of improved and unim- 
proved conditions. Although the deformity and even 
the evidence of psoas abscess remain, the patient 
should be considered as benefited by operation and 
is so reported in this series if he was relieved of 
pain and able to return to activity. 

Eighty-six per cent of the patients in the series 
have been relieved of clinical symptoms. Three 
patients are unimproved; 3 have not been heard 
from. Eight patients have died since operation. 
These were: 

1. A child, aged 4, who had had symptoms for 
two years, presented a kyphos, was operated on, 
and recovered sufficiently to attend school. Death 
due to tuberculous meningitis was reported eighteen 
months after the operation. 

2. A woman, aged 26, who had had symptoms 
five years. This patient died of tuberculous peri- 
tonitis twenty-two months after operation. The 
postmortem examination showed the graft ankylosed 
and the spine healed. 

3. A man aged 51, who had had symptoms for 
two years. The cause and date of death were not 
given. 

4. A woman, aged 26. Death was due to tuber- 
culous peritonitis. The patient had been dismissed 
with a brace, apparently improved. 

5. A man, aged 35, who had had symptoms for 
three years. Death was due to miliary tuberculosis, 
tuberculous adrenals, tuberculous spine, etc. 
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6. A man, aged 24, with symptoms of eighteen 
months’ duration. Death occurred six months after 
operation; the cause is not known. A psoas abscess 
was present at the time of operation. 

7. A man, aged 24 who had had symptoms for 
six years. Death occurred from pulmonary em- 
bolism the twelfth day after operation while the 
patient was still recumbent and as he was reaching 
out for a book. 

8. A man, aged 39, whose condition was com- 
plicated by an old pulmonary tuberculosis and who 
had had spinal symptoms for one year. Death 
occurred from tuberculous meningitis thirteen days 
after the operation. 

The following summary is given: 

1. The fusion operations of Hibbs and Albee for 
tuberculosis of the spine have given a means of 
obtaining internal fixation which shortens recum- 
bency, prevents further deformity, and tends to 
hasten healing. 

2. The disease in the vertebral bodies is not 
eradicated by the fusion operations and relief of 
symptoms does not mean cure. 

3. General anti-tuberculous measures are of pri- 
mary importance and should be insisted on. 

4. Recumbency and external fixation are still 
necessary adjuncts to successful treatment and 
should be carefully carried out. 

5. Abscesses should be let alone unless they cause 
discomfort or pain or are secondarily infected, when 
they should be carefully aspirated and injected. 

6. A primary focus, which may be determined in 
a smal] number of cases, indicates a general disease 
of which the spinal symptoms are manifestations. 

7. Children under 5 years of age and adults 
with active pulmonary lesions and sinuses are poor 
risks. 

8. Paraplegia does not contra-indicate operation 
for fixation. 


Climenko, H.: The Diagnosis of Spinal Cord Tu- 
mors. Med. Rec., 1920, xcvii, 903. 


The diagnosis of spinal cord tumors is more of an 
art than a science. It is very difficult to tell w:th 
certainty whether one is dealing with a neoplasm, a 
systemic disease, or a multiple lesion of infectious 
origin. The diagnosis of the vertical level of a lesion 
of the cord is much easier than the diagnosis of its 
transverse involvement. 

Bruns states that it is difficult, if not impossible, 
to differentiate between intradural and extradural 
tumors. For all practical purposes, however, a 
differentiation between an intramedullary and 
extramedullary tumor is sufficient. 

The author reports three cases of spinal tumor, 
describing the operations and the patient’s subse- 
quent condition. 

Pain which traveled along the distribution of a 
root was a symptom common to all three cases. 
In two of those in which the tumor was extramedul- 
lar the symptoms were those of irritation, while in 
the remaining case, in which the tumor was intra- 
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medullar, there was paresis due to destruction of 
cord tissue. In all three cases objective sensory 
changes were noted. 

Tract symptoms are of no value in the level 
diagnosis. When spinal disease can be excluded 


SURGERY OF THE 


Frazier, C. H.: The Present Status of Neurologi- 
cal Surgery. J.-Lancel, 1920. n. s. xl, 237. 

In this article the author reviews briefly the vari- 
ous procedures in the field of neurosurgery with 
comments based on his own experience. 

The major operation for the treatment of trigem- 
inal neuralgia, section of the sensory root of the 
Gasserian ganglion, may be characterized as the 
radical operation for the relief of major or epilepti- 
form neuralgia. The routine performance of cere- 
bral decompression in cases of cerebral contusion 
with or without basal fracture is unjustified. This 
oper.tion should be reserved for cases which, during 
the first forty-eight hours, develop signs of increas- 
ing intracranial pressure of such degree as to threaten 
the function of the medullary centers. As far as 
the surgery of craniospinal injuries is concerned, 
the experiences of the military surgeon have made 
few contributions which are applicable to civil prac- 
tice. For the repair of cranial defects, nothing has 
proved as uniformly satisfactory in every detail as 
a bone-filling graft of a thin shell of the outer table 
of the skull. 

In his discussion of brain tumors the author 
states that a uniform classification should be 
adopted. Operation in these cases is too often 
delayed in the vain hope that the localization symp- 
toms will enable the physician to confirm the diag- 
nosis. 

Frazier has been very much impressed with the 
possibilities of the X-ray and radium as suppie- 
ments to surgical therapy. As regards nerve suture, 
he believes that in the final analysis only one method 
of restoring function remains—simple end-to-end 
suture of healthy nerve segments. The surgery of 
the spinal canal offers the chance for a higher 
percentage of permanent results than surgery of 
the brain. Section of the posterior roots as a means 
of relieving spasticity has not fulfilled the promise 
of its sponsors. E. C. RopitsHeK. 


Forrester-Brown, M.: Difficulties in the Diagnosis 
of Nerve Function. Brit. J. Surg., 1920, vii, 495. 


The difficulties in the diagnosis of peripheral 
nerve lesions are discussed under the following 
heads: mentality, sensory difficulties, motor diffi- 
culties, abnormal nerve distribution, and the inter- 
pretation of electrical tests. 

The examination is rendered more difficult in 
patients with mental inertia. Alertness and interest 
in the progress of the condition on the part of the 
patient hasten recovery. 


an increased paralysis and the Brown-Séquard 
syndrome following the removal of spinal fluid may 
be considered pathognomonic of cord tumor. In one 
of the author’s cases syphilis was co-existent with 
the cord tumor. I. E. Bisuxow. 


NERVOUS SYSTEM 


Errors are less apt to occur in tests for sensory 
loss than in tests for motor loss. The limb should 
be warm and the patient’s eyes closed during the 
examination. In testing for Tinel’s sign the exam- 
iner should be sure that the tingling is not due to 
pressure on adjacent nerves. 

The difficulties in diagnosing motor function are 
the greatest. Imitation of action by adjacent 
muscles, tension on fascia due to contraction of 
other muscle groups, and simultaneous contraction 
of all neighboring muscles make it difficult to de- 
termine whether or not the muscle tested is func- 
tioning. The author enumerates in detail con- 
ditions in the upper and lower extremities in which 
simulated muscle action is apt to occur. 

In cases of abnormal nerve distribution a correct 
diagnosis before operation is impossible. The 
author cites three cases in which the median nerve 
supplied the ulnar muscles and one case in which 
the ulnar nerve supplied the median muscles. 

Electrical examinations are important and must 
be done carefully. Since electrical reactions are 
difficult to obtain when the limb is cold it should 
be warmed before it is tested. The author has 
found that voluntary contraction in a paralyzed 
muscle returns before a faradic response can be 
obtained. W. O. Ort. 


Pollock, L. J.: The Clinical Signs of Nerve Injury 
and Regeneration. Surg., Gynec. & Obs!., 1920. 
XXX, 472. 

To the author’s knowledge there is no way in 
which the complete loss of function due to anatom- 
ical interruption of a nerve can be differentiated 
from that due to physiological interruption pro- 
duced by compression, etc. In this article he 
defines the extent to which he believes the loss of 
function is of value in determining the severity of a 
peripheral nerve lesion. He believes the signs of 
regeneration of a nerve are the manifestations 0! 
the recovery of function. Among the latter are the 
return of sensation, both subjective and objective, 
the disappearance of the reaction of degeneration, 
an increase of tone, the disappearance of atrophy, 
and the return of motion. 

The order in which the signs of regeneration 
appear has been given by Benisty as follows: (1) 
sensory regeneration consisting of pain when the 
skin is pinched, pain when the nerve is presse‘ 
below the lesion, formication on pressure of the 
nerve, and spontaneous aching in certain muscles; 
(2) the arrest of atrophy and the return oi tonicity’; 
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(3) in some cases, the return of faradic contractility; 
(4) the disappearance of objective sensory disturb- 
ances; and (5) voluntary movements. 

Of these signs of regeneration, Pollock considers 
the disappearance of the reaction of degeneration, 
the return of objective sensibility in the isolated 
supply of a peripheral nerve, and the return of 
motion the only certain signs. The sensory and 
motor signs are the only constant signs. The 
others are suggestive, but not positive. The only 
objective sensory phenomenon which precedes 
the return of motion is pain when the isolated 
supply of the nerve is pinched. Sensibility to pain 
and to touch returns simultaneously. 

E. C. RoOBITSHEK. 


Stookey, B.: The Technique of Nerve Suture. J. 
Am. M. Ass., 1920, |xxiv, 1380. 


On the utmost consideration of minute points of 
technique, more exacting perhaps than in almost 
any other field of surgery, may depend in a large 
measure the ultimate results of operations on the 
peripheral nerves. 

By beginning the incision below and extending it 
upward much of the troublesome venous bleeding 
due to cutting of the veins as the incision is increased 
may be avoided. When possible, the superficial 
scar should be excised. The skin edges should be 
well undermined so as to include the fatty fascial 
layer and the fat brought with the skin edges into 
the new line of closure. The flaps should be prepared 
for closure before the search is made for the nerve. 
All bleeding points should be tied and the undermined 
edges packed with gauze. Unless this is done before 
the nerve is sutured the manceuvering that is nec- 
essary in the preparation of the flaps may derange 
the sutures. 

When the deep scar is extensive it is best to 
identify the nerve both above and below in normal 
areas, selecting, if possible, points within the field 
which offer anatomical guides to the nerve which is 
sought. 

In following the nerve from above downward and 
from below upward care must be taken to safe- 
guard the delicate branches to adjacent muscles. 
The nerve may be retracted conveniently by passing 
moist tapes about 1 cm. wide around it and clamp- 
ing the ends of the tapes with artery forceps. The 
weight of the forceps will usually be sufficient to 
hold the nerve in any desired position. 

When a smooth bed for the nerve cannot be 
made, a small part of a muscle belly (not a cut and 
raw muscle surface) may be sutured so as to form 
a smooth surface by its fascial covering, or a fatty 
flap may be passed around or under the nerve. A 
free flap will tend to form additional scar and there- 
fore should not be used. Care should be taken to 
suture the fatty flap to adjacent tissue on both sides 
of the nerve in order that constriction about the 
nerve may be prevented. 

For stay sutures the author prefers No. oo plain 
catgut. Fine silk is the best material for grafts and 


epineural stitches in end-to-end suture. The silk 
should be very fine, preferably Corticelli No. AAA 
containing three strands. The strands should be 
untwisted, separated, waxed, and passed on fine 
curved or straight needles. All nerve sutures should 
be tied very carefully with the forceps. 

The author’s technique for end-to-end suture is 
described as follows: 

A No. oo plain catgut suture is placed at equal 
distances on each side of the nerve, more than the 
epineurium being included in the stitch. By these 
sutures the nerve in its deeper parts is brought to- 
gether, hemorrhage between the nerve ends is 
avoided (the amount of scar between the nerve 
ends being thereby diminished) and tension is taken 
off the finer epineural sutures. Axial rotation may 
also be prevented, particularly if the sutures are 
placed before the excision of the intervening nerve 
scar is completed. 

Silk epineural sutures are then placed on the 
anterior surface between the two stay sutures and 
tied so that the epineural edge is everted. By 
reversing the two catgut stay sutures, i.e., by pass- 
ing the one over and the other beneath, the under 
surface is readily brought into view and sutured in 
like manner. 


Transposition of the nerve may permit the cor-. 


rection of defects which otherwise might prevent 
end-to-end suture. A nerve may be freed and 
raised out of its bed for quite a distance without 
interfering with its nutrition. In transposing, care 
must be taken to safeguard nerve twigs and prevent 
the formation of sharp angles and kinks. 

A few cases of successful grafts have been reported 
in France. The technique of grafting is such that 
unless the operation is done by a surgeon with con- 
siderable practice the results may be disappointing. 
Success depends in a measure on the accuracy with 
which the grafts are brought end on and in precise 
contact with the cross area of the central and distal 
stumps. 

After the nerve has been freed from scar tissue 
and the nerve ends have been successively incised 
until a satisfactory cross area is obtained, one or two 
stay sutures are passed at the proper level before 
the continuity of the nerve is completely severed 
in order to hold the nerve in alignment, prevent 
rotation, and help in the fixation of the nerve ends 
during suture. 

The distance to be bridged having been accurately 
measured, a skin nerve is laid bare over the desired 
length and fine waxed silk sutures are passed in 
accordance with the distance to be bridged. The 
nerve segments are cut and picked up by covering 
them with a moist cotton pad. If the cotton pad is 
carefully placed over the nerve and sutures they 
adhere to the moist cotton and each segment may 
thus be lifted from the wound and placed in the 
operative field. By this means the segments of the 
nerve are not handled and the nerve may be manipu- 
lated into its proper position for suture with the 
least trauma. H. A. McKnicur. 
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Burke, N. H. M.: The Electrical Stimulation 
of Nerves at Operation. Lancet, 1920, cxcviii, 
761. 

The author’s observations are based on a study of 
80 cases of peripheral nerve injuries. A Lewis 
sledge coil attached to a bipolar electrode with pin- 
point terminals placed close together meets all re- 
quirements. The nerve, which was freed below and 
above the site of injury, was stimulated before and 
after it was freed from the scar tissue. Stimulation 
was applied to different aspects of the nerve in an 
attempt to pick out the fibers supplying the various 
muscles. 


In 25 of the cases studied the nerve was com- 
pletely divided, in 13 almost completely divided, in 
2 slightly divided, and in 42 cases involved with 
scar tissue. The author concludes that: (1) con- 
ductivity is conclusive evidence of the physiological 
continuity of nerve fibers, as is also excitability be- 
low the lesion; (2) improvement in conductivity 
or peripheral excitability following neurolysis sug- 
gests only slight compression and possibly chemical 
nerve block; (3) the absence of conductivity and 
excitability even after neurolysis is not conclusive 
evidence of division, but probably an indication of 
fairly severe nerve disturbance. W. O. Ort. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Piersol, G. M.: Acidosis: Its Mechanism, Recogni- 
tion, and Clinical Manifestations. V. JVork 
M.J., 1920, Cxi, 793. 

The author reviews the present state of our knowl- 
edge in regard to acidosis. Van Slyke’s and Hen- 
derson’s definitions of acidosis are quoted. The 
mechanism by which the normal equilibrium be- 
tween acids and alkalies in the body is maintained 
is discussed 

Acidosis may be both true and compensated. In 
true acidosis, which is rare and incompatible with 
lie, there is a definite increase of the hydrogen-ion 
concentration of the blood due to the failure of the 
defensive mechanism to restore the reaction of the 
blood to normal. In compensated acidosis the 
hydrogen-ion concentration of the blood is main- 
tained at its normal level despite a decrease in the 
alkaline reserve. 

The methods of estimating the failure of alkali 
reserve may be classified into three groups, those 
applicable: (1) to the urine; (2) to the respiratory 
apparatus; and (3) to the blood. Those applicable 
to the blood are the most direct and accurate. 
Van Slyke’s method of determining the alkali re- 
serve is recommended as relatively simple. 

Acidosis is shown to be, not a clinical entity due 
to a single cause, but a state which may be produced 
by various conditions and is dependent upon 
several different mechanisms. It is always second- 
ary; it may late become the cause of serious diffi- 
culties. Hyperpnoea without cyanosis or respiratory 
difficulty is the most striking if not the only gross 
clinical manifestation. 

The acid intoxications of diabetes, starvation, 
and improperly balanced diets are described. Acid- 
osis observed late in nephritis is a secondary phenom- 
enon. A slight compensated acidosis has been 
observed frequently in pregnancy. In some cases 


of eclampsii marked acidosis has been found, while in 
others only the slight degree commonly present in 
pregnancy was noted. True acidosis has been found 


after various operations and in such cases is appar- 
ently due chiefly to the anesthetic, especially 
chloroform. True acidosis has been observed also 
in physiological shock but is considered a second- 
ary manifestation and not a cause. The author 
discusses also acidosis in children. W.H. Napier 


Goetsch E.: The Epinephrin Hypersensitiveness 
Test in the Diagnosis of Hyperthyroidism. 
Pennsylvania M. J., 1920, xxiii, 431. 

In hyperthyroidism there is hypersensitiveness to 
epinephrin proportional to the degree of the hyper- 
thyroidism. In hypothyroidism there is an _in- 
creased tolerance for epinephrin administered 
hypodermically. In other words, hyperthyroidism 
produces hypersensitiveness of the sympatheti: 
nerve terminations upon which epinephrin has a 
specific stimulating action. 

The technique of the epinephrin hypersensitiveness 
test is as follows: 

The patient, particularly if a nervous individual, 
is put to bed at least a day previously. In other 
cases reclining for an hour or two in a quiet room is 
sufficient. Repeated readings are taken of thc 
systolic and diastolic blood pressure, the pulse rate, 
and the respiration. These should be fairly con 
stant. A record having been made also of the pa- 
tient’s subjective and objective condition, nervous 
manifestations, throbbing of the heart and arteries, 
heat and cold sensations, asthenia, pallor or flush 
ing of the hands and face, tremor, perspiration, ete., 
0.5 ccm. (7.5 minims) of a commercial 1:1,000 so] 
tion of adrenalin chloride is injected into the deltoi d 
region. The pulse, blood pressure, and respiration. 
and any changes in the subjective and objective 
manifestations are then noted every two and a hal! 
minutes for ten minutes, then every five minutes up 
to one hour, and then every ten minutes for half an 
hour. 

In a positive reaction there is an early rise in the 
systolic pressure, a fall in the diastolic pressure. 

a rise in the pulse rate of at least 10 and sometimes 

as many as 50 pulsations per minute. With these 

changes many of the signs and symptoms of the 
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clinical picture of hyperthyroidism are brought 
out. A normal person shows no reaction whatever 
or only a very slight reaction. 

The epinephrin test is of value in distinguishing 
cases of true hyperthyroidism from cases of tuber- 
culosis with a clinical resemblance to Grave’s dis- 
ease, and indicates the degree of toxicity in early 
exophthalmic goiter. It is an extremely simple and 
inexpensive test which requires little time and is 
not at all uncomfortable. The features of the 
reaction are sharp, clear, and characteristic. 

M. H. Kaun. 


MacCarty, W. C.: A Mathematical Terminology 
for Neoplasia and Its Significance. Northwest 
Med., 1920, xix, 113. 

Although neoplasms have been recognized since 
the beginning of recorded medical history, our 
real knowledge of tumors, especially cancer, dates 
back to Hippocrates. The cellular nature of the 
growths, however, was not known until the time of 
Johannes Mueller and Rudolph Virchow. Much 
has been written but little real knowledge has been 
added to that of fifty years ago. 

The idea that neoplasms originate in acquired or 
inherited rests is still prevalent even among expert 
pathologists. Some persons consider neoplasia a 
thing apart from cellular regeneration or hyper- 
plasia; that it represents some intrinsic cellular 
abnormality or a disturbance of body control over 
growth. 

Nature provides for the regeneration of human 
tissues by direct division of specific tissue cells and 
division of reserve cells set apart for the purpose of 
regenerating specific tissues by the process of multi- 
plication, specialization, and differentiation. 

During chronic destruction of tissues the reserve 
cells react in a definite manner characteristic of 
living cells; they become hypertrophic, hyperplastic, 
and migratory. This may be interpreted as hyper- 
activity against antagonistic forces, increase of mass 
action against such antagonists, and an attempt at 
change of environment. Such phenomena as differ- 
entiation, specialization, and regeneration have not 
been appreciated as potentialities of the ovum. It is 
correct to state that from the ovum all the different 
kinds of human cells arise. 

The cells of each tissue must be regenerated dur- 
ing life or must be so plentiful that partial destruc- 
tion will not be fatal to the whole communism. 
Hypertrophy, hyperplasia, and migration, which 
are known to occur in at least eleven tissues of the 
human body, may be hypothetically applied to all 
known tissues, although some are so highly differ- 
entiated and specialized that they have no power of 
regeneration. All our tissues are capable of regenera- 
tion, directly or indirectly, but the degree of re- 
generation varies for the different tissues. 

The anatomical location, gross manifestations, 
biological reactions, and degree of cellular differ- 
entiation must be known in each case of regeneration 
of tissue since they are important in determining 


the limits of the neoplastic process and hence in 
arriving at a prognosis. 

Neoplastic cells reproduce themselves slowly or 
rapidly. Sometimes they become rapidly differ- 
entiated into adult tissue cells, for which they were 
originally intended as regenerative (textoblastic) 
cells. Sometimes they become incompletely differ- 
entiated and at other times remain absolutely un- 
differentiated. All neoplasms therefore may be 
divided into three groups: textomata, pseudo- 
textomata, and blastomata. 

Textomata are neoplasms composed of one or 
more completely differentiated tissues. Such tumors 
are very slow in growth as a result of rapid and com- 
plete differentiation into adult tissue cells. Detri- 
mental effects are produced usually by pressure or 
interference with the blood supply of surrounding 
organs or tissues. 

Pseudo-textomata embrace all neoplasms com- 
posed of partially differentiated cells resembling the 
adult tissue cells; for example, adenocarcinoma. 
Clinically they have the detrimental qualities of 
textomata and also those of direct invasion and 
metastasis. 

Blastomata include all neoplasms composed of 
undifferentiated cells regardless of their origin, 
which is usually indeterminable except by location. 
If there are any morphological characteristics sug- 
gesting normal adult tissue, the neoplasm should be 
classed as a pseudo-textoma. These are clinically 
malignant by virtue of their completely undiffer- 
entiated cells. Because of their more primitive type 
they are governed by the laws of cells rather than 
the laws of multicellular organisms. They are 
cytotypic, not textotypic, and their power of repro- 
duction and migration is greater. 

The most important factor relative to blastomata 
is their benignancy or malignancy. This is de- 
pendent upon the rapidity of growth, degree of 
cellular differentiation, encapsulation, locality, and 
migration of cells. The natural defensive mechanism 
of the individual possessing the growth, which is 
also an important factor, is not sufficiently under- 
stood, although certain facts with regard to it, such 
as lymphocytic infiltration, fibrosis, hyalinization, 
and calcification, are known. The importance of 
these and other yet undiscovered defensive reactions 
is a subject for further study. 

Textomata are benign, pseudo-textomata are less 
benign, and blastomata are least benign; or blast- 
omata are malignant, pseudo-textomita are less 
malignant, and textomata are least malignant. 

M. R. Hoon. 
o 


Cleland, J. B., and Paul, N.: Rodent Ulcer and 
Allied Growths: An Analysis of 60 Aus- 
tralian Cases. Med. J. Australia, 1920, i, 407. 


Rodent ulcers are more prevalent in Australia 
than in Great Britain. The majority of skin neo- 
plasms, and certainly the rodent ulcer group, are 
of epiblastic origin. In spite of this uniformity of 
origin and presumed equality of potentialities, how 
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ever, the ultimate highest development of the cells 
depends upon the structures among which they‘are 
situated and upon their location in relation to the 
entire body. In this connection the authors suggest 
that transplantation of the epiblastic covering of 
chorionic villi to a denuded skin surface might lead 
to a successful take with the formation of squamous 
epithelial surface. 

The authors divide these new growths into two 
main types which grade into each other: (1) those 
resembling the surface epithelium, and (2) those 
more or less imperfectly resembling glandular 
adnexa. At one end of this scale the typical rodent 
ulcer derived usually from the _pilo-sebaceous 
structures is found and at the other end the typical 
squamous epithelioma with its well-marked cell 
nests. 

Four case histories typifying various gradations 
in the scale of the classification are presented with 
detailed descriptions of the microscopic findings. 

R. B. BETTMAN. 


Landau, H.: Partial Antigen Therapy According 
to Deycke-Much and Its Significance in Surgi- 
cal Tuberculosis (Die Partialantigentherapie nach 
Deycke-Much und ihre Bedeutung fuer die chirur- 
gische Tuberkulose). Arch. f. klin. Chir., 1920, exiii, 
397: 

In the theoretical part of his article the author 
points out that the partial antigen therapy does 
not differ essentially from the tuberculin treatment 
as the antigenic quality of the tubercle fats has not 
been proven. In 12 cases of surgical tuberculosis 
treated with partial antigens no demonstrable 
result could be attributed to the treatment, al- 
though it may have been responsible for transient 
improvement noted. The intracutaneous reaction 
is not sufficiently definite to be of value in the diag- 
nosis. Partial antigen therapy therefore can be 
considered only an adjunct to the ordinary treat- 
ment. FLescu-THEBESIUsS (7). 


Rapp, H.: The X-Ray Treatment of Surgical Tu- 
berculosis in the Reserve Hospital Bad Rap- 
penau, 1914-1918 (Ueber die Roentgenbehandlung 
der chirurgischen Tuberkulose im Reservelazarett 
Bad Rappenau, 1914-1918). Strahlentherapie, 1920, 
X, 290. 


In the X-ray treatment of surgical tuberculosis 
advantage should be taken also of climatic and bal- 
neologic factors. General treatment, sun baths, 
artificial heliotherapy, rest, and a favorable diet all 
greatly aid the X-ray treatment. 

The author reports the results obtained by 
months of treatment in 300 cases of tuberculosis 
of various forms and stages. The patients were 
soldiers whose general condition was good; most of 
them had no pulmonary involvement. In many 
cases healing was obtained without any surgical 
treatment when X-ray treatment was given imme- 
diately after an early diagnosis and continued for 
some time. 


Especially good results were obtained (100 per 
cent) in cases of simple, closed, and caseated lymph- 
gland involvement. Occasionally a minor procedure 
such as aspiration or excochleation was necessary. 
Injections of iodoform-glycerin proved unsatis- 
factory, hastening the caseation. Frequently for a 
few days after the X-ray treatment a reaction was 
noted such as swelling, pain in the gland, local hyper- 
emia, and fever. The results were not as good in 
cases of suppurating lymphomata with fistula forma- 
tion. In addition to local improvement and often 
preceded by it the general condition improved. It 
was found important to obtain free drainage by 
means of tube drains rather than by gauze strips. 
The duration of treatment averaged fourteen months. 
Peritonitis was cured in from four to six months 
in go per cent of the cases but only cases of dry per- 
itonitis were treated. The patient’s general condi- 
tion improved first and the local condition later. *In 
raying the abdomen unpleasant effects were avoided 
by exposing only 6 fields at one session. 

Tuberculosis of the joints responded much more 
slowly and frequently the result was only partial. 
The effect of the raying was variable. The synovial 
form reacted more favorably than the bony form. 
No surgical intervention was necessary in the former 
except perhaps puncture of the focus and with- 
draw.lof the pus. In the bony form, in spite of the 
surgical removal of sequestra, free exposure of the 
joint, etc., only a small number of cases were ulti- 
mately cured. Some of them showed temporary 
improvement but in others resection or ampu 
tation was necessary. One cause of the poorer 
results was the presence of pulmonary lesions. The 
results were particularly poor in the bone cases if 
surgical intervention had preceded the treatment 
or a fistula had developed. A cure was obtained oc- 
casionally, however, when the entire tuberculous 
bone was removed and the treatment was given 
energetically. 

Three cases of caries of the rib were cured. Under 
mining of tissue in wounds should be avoided, free 
drainage should be established, and every second- 
ary infection should be avoided. 

Tuberculosis of the spine is especially resistant. 
In a case of bladder involvement definite improve- 
ment followed the removal of a tuberculous kidney; 
three fistulae closed up. Involvement of the testicle 
and epididymis without caseation was completely 
cured; suppurating or caseating organs were resist- 
ant even after excochleation. Tuberculous anal 
fistule did not react at all; of two cases of tendon- 
sheath involvement one reacted favorably. The 
technique used for the different forms is given in 
detail. Smon (Z). 


Scholl, A. J., Jr.: Anthrax; A Comparison of the 
Surgical and Non-Surgical Methods of Treat- 
ment. J. Am. M. Ass., 1920, lxxiv, 1441. 


The author reviews the literature on anthrax 
and reports 51 cases treated in the Massachusetts 
General Hospital between 1888 and 1918. 
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Cellulitis or carbuncle are often confused with 
anthrax. An early diagnosis may be obtained, 
however, from the bacteriological demonstration of 
the anthrax bacillus in the Jesion. Material for ex- 
amination will be found by raising the crusted edge 
of the lesion. 

Various methods of medical treatment have been 
advised. Sclavo reduced the mortality in a series of 
Italian cases from 25 to 6 per cent by means of 
anthraxserum. In 200 cases treated by Krause with 
normal beef serum the mortality w2s 0.5 per cent. 

The author contrasts 9 surgically treated cases 
with 42 cases treated by expectant methods. The 
non-surgical treatment consisted in confining the 
patient to bed and immobilizing the infected area. 
A light diet and a maximum amount of fluid were 
given. 

The average duration of the disease was 23 days 
in cases followed by recovery and 4 days in fatal 
cases. 

Eighty-two per cent of the patients had lesions 
about the head and neck. Cervical infections are 
especially dangerous because of the resulting 
cedema and the proximity of vital structures. The 
intensity of the general symptoms such as nausea, 
vomiting, and restlessness gives no constant in- 
dication of the extent of the disease. In a number 
of cases an abrupt onset of severe general symptoms 
was followed by a rapid and favorable termination 
of the infection. 

In the 51 cases there were 7 deaths (13.7 per cent). 
Four of these deaths were those of patients treated 
surgically. Therefore the mortality of surgical 
treatment was 44 per cent, while that of non-surgical 
treatment was 7 per cent. 

The disparity of the results following surgical 
and non-surgical methods of treatment is very strik- 
ing. Surgical interference is not only futile but 
harmful since it tends to increase and spread the 
local lesion by breaking down the natural barriers to 
the disease and opening up new portals of entry. 
Operation was followed so closely by septicemia and 
death in a number of cases that it came to be re- 
garded as a causative factor. 


BLOOD 


Myers, V. C.: Chemical Changes in the Blood in 
Disease. J. Lab. & Clin. Med., 1920, v, 418. 


The origin of the various non-protein nitrogenous 
compounds, the réle which they play in metabolism, 
and the ease of kidney secretion have a decided 
effect on the content of these substances in the blood 
both normally and pathologically. 

Urea is formed largely in the liver from the am- 
monia resulting from the deaminization of amino 
acids which are set free in digestion but are not of 
immediate use to the organism. It is largely exogen- 
ous in origin. Creatinine is probably formed in 
muscle tissue from creatine. It is almost entirely 
endogenous in origin. Uric acid originates from the 
enzymatic transformation of amino and oxy-purines. 


Under ordinary dietetic conditions it is partly 
exogenous and partly endogenous. 

Normally the non-protein nitrogenous constit- 
uents vary in their proportionate partitions in the 
urine and the blood. In the urine the amounts 
expressed in per cent of the total non-protein 
nitrogenous constituents are approximately: urea 
nitrogen, 85 per cent; uric acid, 1.5 per cent; 
creatinine, 5 per cent; ammonia nitrogen, 4 per cent; 
and undetermined nitrogen, 4 per cent. In the blood 
the proportions are: urea nitrogen, 50 per cent; 
uric acid, 2 per cent; creatinine, 2 per cent; am- 
monia nitrogen, 0.3 per cent; and undetermined 
nitrogen, 46 per cent. 

The kidney removes ammonium salts and 
creatinine from the blood almost completely. Uric 
acid is excreted with difficulty. Urea holds an 
intermediate position. In renal insufficiency, there- 
fore, there is retention first of uric acid, then of 
urea, and lastly of creatinine. 

The selective action of the kidney holds the urea 
nitrogen at the level of about 50 per cent of the 
total non-protein nitrogen in the blood. When the 
renal function is impaired, as in chronic interstitial 
nephritis, bichloride poisoning, polycystic kidney, 
malignancy, pneumonia, intestinal obstruction, and 
some cases of acute nephritis, the urea retention 
may be very high. In cases of gastric and duodenal 
ulcer there is often a slight urea retention. In 
eclampsia, the blood urea is only very slightly 
elevated, if at all. 

In cases of advanced nephritis the estimation of 
urea is of less prognostic value than the estimation 
of creatinine but it is a better guide to the value of 
the treatment. In prostatic obstruction the estima- 
tion of urea is of great prognostic importance. When 
the urea nitrogen is 30 mg. or over, the outlook is 
poor. 

There are two lines of attack in treating patients 
with nitrogen retention: (1) increasing the kidney 
output; and (2) decreasing the nitrogen intake. 
The first method is of doubtful value, especially in 
chronic cases. The second method is of great value, 
but obviously a protein-free or very low protein diet 
cannot be continued for long periods. 

SAMUEL KAHN. 


BLOOD AND LYMPH VESSELS 


Roussiel, M.: Circular Suture of the Brachial 
Artery in Man (De la suture circulaire de l’artére 
humérale chez l’homme). J. de chir., 1920, xvi, 18. 

The author has found in the literature 7 cases of 
circular suture of the brachial artery. To these he 
adds the histories of 3 of his own. In the 10 cases 
the results were successful in 7 and unsuccessful in 

3. The failures were due to the extent of the trauma- 

tism or infection. 

The techniques of the various operations are 
described. 

Suture is indicated when section or a thrombus is 
situated above the origin of the deep brachial artery, 
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as in such cases there is always grave danger of 
gangrene of the limb. It is indicated also in cases of 
section below the origin of the deep brachial artery 
in which the violence of the traumatism has caused 
thrombosis of the collateral arteries, thus hindering 
the development of a collateral circulation. If the 
brachial artery is sectioned below the origin either 
of the superior internal collateral artery or of the 
lower collateral artery ligation of the two arterial 
ends will suffice if the collateral circulation is as- 
sured by anastomoses of the deep brachial artery 
with the recurrent radial arteries or anastomoses of 
the internal collaterals with the anterior and 
posterior recurrent ulnar. 

Circular suture of the brachial artery is contra- 
indicated in infections of the arm and extended 
contusions complicated by septic necrosis of the 
muscles. With these exceptions, however, it is the 
treatment of choice in complete traumatic section. 

That ligation of the brachial artery is not without 
grave danger is shown by the statistics of Makins 
who reported 3 cases of gangrene in 4 cases in which 
such ligation was done. Although simultaneous 
section of the brachial artery and its dependent 
veins is very serious, the incidence of gangrene fol- 
lowing simultaneous ligation of the artery and veins 
is, according to Makins, 24.5 per cent. 

In 2 of the 3 cases operated on by the author 
the results were successful. In 1.o0f these 2 suc- 
. cessfully treated cases the artery had been almost 
completely sectioned and in the other a vast throm- 
bosis had formed and there was gangrene of the hand 
and forearm. In the third case the operation failed 
because of the great extent of the traumatism and 
amputation of the limb became necessary. The 
Carrel technique was employed. W. A. BRENNAN. 


GENERAL BACTERIAL INFECTIONS 


Eberle, D.: The Treatment of Tetanus by the Com - 
bined Intracranial, Subdural, and Intraspinal 
Injection of Antitoxin According to Betz and 
Duhamel (Zur Behandlung des Tetanus durch 
kombinierte intrakranielle, subdurale und _intra- 
spinale Antitoxininjectionen nach Betz und Duha- 
mel). Deulsche med. Wehnschr., 1920, xlvi, 94. 

In 1916 Fraenkel recommended the intracranial 
subdural injection of tetanus antitoxin in the treat- 
ment of tetanus. Betz and Duhamel were able by 
this method to cure 3 out of 4 severe cases. In 10 
cases reported by other men the value of the pro- 
cedure was again demonstrated as 8 of the 10 patients 
recovered. Eberle tried it in 3 cases which came to 
treatment between the fifth and seventh days, but 
all of these were fatal. The injection, which only 
increased the intracranial pressure and aggravated 
the symptoms, did not have any influence upon the 
convulsions. Schmidt also was unsuccessful with 
the method in 8 cases. All of these were treated on 
the first day of the disease after an incubation period 
which in some cases was eight days in length. 

KREUTER (Z). 
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SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 


Strangeways, T. S. P.: Observations on the Nu- 
trition of Articular Cartilage. Brit. M.J., 1920, 
i, 661. 


The author does not believe that the nutrition of 
the cartilages of joints is derived from the vessels 
of the adjoining structures, the marrow and bone 
and the circulus articuli vasculosus, as is now the 
accepted view. In his opinion its source is the 
synovial fluid of the joint. 

Four instances of loose bodies in joints are dis- 
cussed, the attempt being made to prove that the 
bodies were fragments of cartilage broken off by 
trauma and received their nutrition from the syn- 
ovial fluid. 

The author holds that if his hypothesis is true the 
cause of degenerative processes in arthritis is due to 
a decrease in the nutritive value of the synovial 
fluid. B. R. Parker. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Stewart, M. J.: On the Use of Polarized Light in 
the Detection and Investigation of Suture 
Materials Embedded in the Tissues. Brit. 1/. 
J., 1920, i, 663. 

This article presents a study of the optical activity 
of certain suture materials and the detection of 
their presence in sections of tissues by means of the 
polarizing microscope. 

Silkworm gut, silk, and linen are very active 
optically and retain this activity for years, even 
after the fibers have degenerated and have been in- 
vaded by foreign body giant cells. The method 
described is inapplicable to catgut, however, as this 
suture material loses its optical activity in a short 
time. 

A source of grave error in the procedure is the 
presence on the surface of the sections of small air- 
born particles of cotton wool which have also a high 
optical activity. B. R. Parker. 


ROENTGENOLOGY AND RADIUM THERAPY 


Watkins, W. W.: The Pathologic Findings in 1 600 
Roentgen-Ray Examinations of the Digestive 
Tract. Am. J. Roentgenol., 1920, n. s. vii, 234 


This report has a threefold object: to tabulate 
the findings in the cases of patients coming to the 
general practitioner with chronic symptoms referred 
to the digestive tract; to illustrate the importance 
of thorough gastro-intestinal X-ray examinations, 
however definite the symptoms; and to demonstrate 
the frequency of certain lesions and combined lesions 
of the digestive tract. 

The findings in 400 cases with indefinite symptoms 
were negative in 92. Uncomplicated disease of the 
appendix was found in 90; duodenal ulcer in 25; 
stomach ulcer in 18; peritoneal adhesions in 35; 
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chronic gall-bladder disease in 27; tuberculous 
colitis in 18; diverticula of the colon in 5; cancer of 
the stomach in 5; cancer of colon in 5; and several 
other conditions in single cases. Fifty-three cases 
in this group showed multiple lesions. 

In 270 cases with symptoms of stomach or duo- 
denal disease uncomplicated gastric or duodenal 
lesions were found in 137, multiple lesions in 21, 
and negative findings in 57. Of 155 cases with 
symptoms of gall-bladder disease 89 showed signs 
of gall-bladder disease with or without complica- 
tions, and 27, lesions outside the gall-bladder. In 
44 of these cases the examinations were negative. 
In the 140 cases with symptoms pointing to disease 
of the appendix, pathologic conditions in the appen- 
dix region were found in 97; negative findings in 26; 
and various other lesions with or without appendix 
complications in 17. In 35 cases in which the symp- 
toms were limited to the colon, colonic adhesions 
were found in 12 and other conditions in 11. In 
the remaining 12 cases the findings were negative. 

In the entire series of cases pathologic appendices 
were found in 323, this being the most common 
lesion. In 183 there were signs of chronic gall-blad- 
der disease, while duodenal ulcer was demonstrated 
in 124 and stomach ulcer in 93. Adhesions involving 
the colon were found in 50 cases; cancer of the 
stomach in 36; tuberculous colitis in 24; syphilis of 
the stomach in 5; pyloric stenosis in 2; diverticula 
of the colon in 9; and diverticula of the duodenum 
in 4. 

Ninety-five patients showed two distinct lesions 
and 9 had triple lesions. There were 46 patients 
with combined gall-bladder and appendix disease; 
16 patients with duodenal ulcer and chronic appen- 
dicitis; 13 patients with stomach ulcer and chronic 
appendicitis; 8 patients with both stomach and duo- 
denal ulcer; 3 patients with duodenal ulcer and gall- 
bladder disease; 2 with stomach ulcer and gall- 
bladder disease; and 1 each with appendicitis and 
ureteral stone, appendicitis and duodenal diver- 
ticulum, appendicitis and colon diverticula, appen- 
dicitis and tuberculous colitis, appendicitis and 
spondylitis, duodenal ulcer and tuberculous colitis, 
duodenal ulcer and stomach cancer, gall-bladder 
disease and tuberculous colitis. The triple lesions 
were as follows: 6 cases of disease of the gall- 
bladder and appendix with ulcer; 1 case of gall- 
bladder disease with both stomach and duodenal 
ulcer;. 1 case of stomach and duodenal ulcer and 
chronic appendicitis; and 1 case of gall-bladder 
disease with stomach ulcer and tuberculous colon. 

The negative findings reported in 240 of the 1,000 
cases with definite symptoms in the digestive tract 
are ascribed to one of three factors: (1) failure on 
the part of the clinician to make a complete examin- 
tion; (2) reflex symptoms in the digestive tract 
caused by lesions elsewhere; (3) failure to demon- 
Strate the lesions present. In the series reported 
the first of these causes is the most important. 

Appended to the article is a table giving the 
operative and roentgen findings in 146 cases. In 
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35 cases there was more or less disagreement be- 
tween the X-ray and the operative findings, while 
in 111 the X-ray examinations correctly foretold 
the operative findings. Of the 35 cases in which 
there was disagreement in the findings, only a 
partial examination was given in the first 10 and 
the lesions were found at operation in organs not 
examined by the roentgen ray. In the next 6 cases 
the examinations were negative for appendix disease, 
but the patients were operated upon for acute 
appendicitis at later periods. These were therefore 
cases of chronic appendix disease with an acute 
termination or cases in which the occurrence of 
acute appendicitis was merely a coincidence. The 
next 7 cases gave X-ray evidences of ulcer, but at 
operation no ulcer was found by palpation. Rather 
than enter into an argument regarding the reliability 
of excluding ulcer by palpation, the author classes 
the X-ray diagnoses in these cases as errors. In 
the remaining 12 cases also the X-ray diagnosis was 
erroneous. ApDoLPeH HARTUNG. 


Huessy, P.: Radiation of Malignant Tumors (Nach 
dem vierten Jahre Bestrahlung boesartiger Tumor- 
en). Strahlentherapic, 1920, x, 45. 

The author is of the opinion that the most essen- 
tial factor in the treatment of malignant tumors 
with radium and the X-ray is the avoidance of the 
irritating dose. Every cancer cell should get only 
the fatal dose, never an irritating dose. Observa- 
tion has proved that recurrences following radia- 
tion grow extremely rapidly whereas those follow- 
ing operation do not. The former also metastasize 
rapidly and therefore cannot be attacked therapeu- 
tically. In his own cases the best results were 
obtained by operation followed by radium. 

Even the smallest dose of X-ray treatment aggra- 
vates the condition and therefore the author entirely 
discards such treatment after operation. Even in 
operative cases it does harm and in inoperable cases 
it does not offer as much benefit as excochleation. 
Radium, however, often gives results lasting for 
years. In cases of cancer of the cervix the author 
has done an excochleation to reduce the amount of 
cancer tissue present before treating with radium. 

The question whether operation or radiation 
should be employed cannot yet be answered. 

Smon (Z). 


Maury, J. M.: The Results of the Exposure of 
Animal Ovaries to the Rays of Radium. J. Am. 
M. Ass., 1920, Ixxiv, 1711. 


The experiments recorded were made for the 
purpose of determining the changes brought about 
in the ovaries of rabbits by exposing them to 50 mg. 
of the element radium for twelve hours. This dos- 
age was selected because it is that generally used in 
cases of so-called idiopathic uterine bleeding which 
are now regarded as due to an abnormal condition 
of ovarian secretion. 

Fifteen female rabbits were treated, each being 
given a dosage of 600 milligram hours, the radium 
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being applied to the skin surface overlying the 
ovaries. One was killed in three weeks, 2 in four 
weeks, 2 in five weeks, 4 in six weeks, 3 in eight 
weeks, and 4 in nine weeks. The ovaries removed 
were not touched with the fingers or forceps. They 
were placed in 70 per cent alcohol at once and run 
up for paraffin sections as soon as possible. The 
first few were sectioned serially and examined 
throughout. This consumed a great deal of time, 
and was found to be unnecessary. Therefore from 
the other ovaries from 50 to 75 sections were re- 
moved from each side and from the middle portion 
for examination, making about 150 to 200 sections 
from each. In the examination of sections special 
attention was given to the germinal epithelium, the 
connective tissue cortex, the blood vessels, and the 
follicles. 

Microscopically, the ovaries varied greatly in size. 
One, a sclerotic ovary, was a mere strip of tissue 
which, as seen under the microscope, was composed 
of only connective tissue with almost no follicles. 
The author does not believe this condition was the 
result of the exposure to the radium as the ovary 
was removed only three weeks after the treatment 
and as there were no signs of follicles in a state of 
degeneration and almost no small follicles of any 
size, the change was so great that it could hardly 
have taken place in three weeks. The variation*in 
size seemed to depend on the number and size of 
the atretic follicles and corpora lutea present. Both 
in number and size these structures varied greatly 
in different ovaries. In all of those examined the 
germinal epithelium was present and in normal 
condition. The connective tissue cortex varied 
greatly in thickness in different ovaries, even the 
two ovaries from the same animal presenting con- 
siderable variation. The blood vessels showed no 
signs of endarteritis, and as they normally have 
thick walls, this change would have been ob- 
served easily if it had been present. 

As would naturally be expected, the greatest 
variation was shown in the condition of the follicles. 
In 7 of the ovaries examined there were no follicles 
approaching maturity either alive or in a state of 
degeneration. In 12 there were living follicles at 
or close to maturity which showed no evidence of 
having been affected by the treatment. In the 
remaining 11 all the large follicles were in a state of 
degeneration. Therefore when the 7 ovaries not 
containing follicles of sufficient size to be supposedly 
affected by radium are deducted, 23 remain, 12 of 
which contained large follicles showing no effect of 
the treatment. 

Convincing evidence of the viability of the ovum 
when it was discharged from the ovary was ob- 
tained in the cases of 2 rabbits which were put with 
a male and became impregnated five weeks after 
the treatment. In one case 4, and in the other 5 
embryos were removed from the uterus several 
weeks later. 

Two other animals which had become pregnant 
were later treated and did not miscarry, a fact 
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which indicated that the membrana granulosa of 
the mature follicles from which the corpus luteum 
cells are probably formed was not degenerated as 
it is well known that if the corpus luteum of preg- 
nancy is destroyed in its early stages the foetus 
will be cast off. 

On the basis of these results the author considers 
it a fair deduction that a 600 mg.-hour dosage of 
radium does not produce degeneration of the follicles 
of the ovaries. C. H. Davis. 


LEGAL MEDICINE 


Liability of Physicians—Advising Local Physician. 
Thornburg vs. Long (N.C.) 101 S. E. R., p. 99. 

The plaintiff, Thornburg, when suffering from a 
swollen arm was sent by a local physician to Dr. 
Long, a physician in a nearby town. Dr. Long 
examined him, took a blood test, and came to the 
conclusion that he was suffering from syphilis. 
Thornburg doubted the diagnosis and returned to 
the local physician. The local physician lanced his 
arm and he subsequently recovered. Thornburg 
then sued Dr. Long for the mental and physical 
pain caused him by his failure to diagnose the 
case properly. The lower court brought in a verdict 
for the defendant and the plaintiff appealed. 

The upper court held that a physician who under- 
takes to treat a patient makes an implied contract to 
use all known and reasonable means to accomplish 
the object for which he was called and that he will 
attend the patient carefully and diligently. He does 
not guarantee, however, that he will cure him or 
that he will not commit an error in judgment. The 
court further held that Dr. Long was not negligent, 
that he used the usual means to determine the 
nature of the patient’s malady, and that his error 
was an error of judgment. He therefore was not 
liable. 

The question was raised also as to whether or not 
Dr. Long violated his duty as a physician in com- 
municating to the local physician the nature of the 
patient’s disease, but the court held that since the 
local physician sent the patient to Dr. Long it was 
the latter’s duty to report back to the local physi- 
cian. The finding of the lower court was affirmed. 

J. A. CASTAGNINO 


Implication from Collection of Hospital Fee. 
Courchesne vs. Brown (Texas) 216 S. W. R., p. 674- 

In this case the subject under discussion was the 
deduction of small amounts from the wages of em- 
ployees for the purpose of establishing hospital 
funds. The facts were as follows: 

Brown was employed by Courchesne. It was 
Courchesne’s custom to deduct $1.00 per month 
from the wages of his employees to establish a 
fund for the payment of a physician a nurse, and 
hospital fees during the illness of any of his em- 
ployees. This fund was not connected with the 
insurance policy which Courchesne carried under 
the terms of the Workmen’s Compensation Act. 




















GENERAL SURGERY — MISCELLANEOUS 215 


Brown was taken sick with appendicitis and in- 
curred and was forced to pay a debt of $567.00 for 
medical services and hospital fees. Courchesne 
refused to reimburse him for this amount and 
Brown therefore brought an action against him. 
The lower court entered a judgment for $567.00 in 
favor of Brown. Courchesne appealed. 

The upper court held that an employer who de- 
ducts a portion of employees’ wages for the purpose 
of accumulating a fund for the care of his em- 
ployees during illness assumes no personal re- 
sponsibility other than the proper and faithful 
administration of the trust fund. It held also that 
an employee suing to recover hospital expenses 
from an employer who had deducted a hospital fee 
from his wages had the burden of proof in alleging 
that the fees were collected as a present hospital 
fund to be used in case of sickness and that the em- 
ployer had on hand sufficient funds to pay such 
expense. In this case no evidence was introduced by 
the plaintiff to prove the latter contention and the 
judgment of the lower court was reversed. 

J. A. CASTAGNINO. 


Workman’s Compensation Before and After Am- 
putation. Addisonvs. W.E. Wood Co., et al. (Mich.) 
174 VN. W. R., p. 149. 


In this case the plaintiff filed a claim with the 
Industrial Commission against the defendant’ com- 
pany for a tractured limb which he sustained while 
in the company’s employ. The Industrial Com- 
mission awarded him $10.00 a week for 54 weeks 
which is allowed under the statutes for total dis- 
ability. Later it became necessary to amputate 
the limb and the Industrial Commission awarded 
Sio.00 a week for 125 weeks,the payments to date 
from the time of the amputation. 

The company appealed from the ruling of the 
Industrial Commission, contending that the pay- 
ments should date from the time of the original 
injury rather than from the date of the amputation. 
The upper court held, however, that Addison was 
entitled to $10.00 a week for 54 weeks for total dis- 
ability and an additional $10.00 a week {or 125 weeks, 
the payments of this later allowance to date from 
the amputation. J. A. CASTAGNINO. 


Question Whether or Not Disease Was Chronic 
Held, on Evidence, for Jury. Coffey vs. North- 
western Hospital Assn. (Ore.), 183 Pac. R., p. 762. 


The plaintiff had a contract with the defendant, 
the Northwestern Hospital Association, by which 
she was entitled to medical and hospital services for 
any sickness or injury except a chronic disease. The 
plaintiff suffered fiom prolapse of the uterus, and 
requested the defendant hospital to treat her. The 
hospital contended that the condition was chronic 
as the plaintiff had suffered from the same ailment 
two years prior to entering into the contract. It 
therefore refused to treat her. The plaintiff sued 
on the contract and recovered a judgment for $1,500. 
rhe defendant appealed the case. 


In reviewing the case the upper court defined a 
chronic disease as a disease of long duration or a 
diseasecharacterized by slowly progressive symptoms. 
Whether or not the condition referred to in this 
case was a chronic disease was a question of fact 
for the jury to determine and the burden of proof 
was upon the plaintiff to show that it was not a 
chronic disease. The court held further that the 
evidence indicated that the plaintiff had entirely 
recovered from the first attack and that the second 
attack some two years later was brought about by 
heavy lifting and was therefore not chronic. The 
judgment of the lower court was affirmed. 

J. A. CASTAGNINO. 


Ratification of Employment of Physician. Baker 
vs. Brown & Hackney, Inc. (Ark.) 215 8S. W. R., p. 
578. 

White, an employee of the defendant company, 
Brown & Hackney, was injured during his em- 
ployment. An agent of the company called Dr. 
Baker to attend him and Dr. Baker continued to 
treat him for a considerable length of time. The 
company refused to pay Dr. Baker for services 
other than first aid as it contended that the agent 
had authority to employ a physician for first aid 
only. Baker sued the company for $1,100.00. The 
lower court instructed the jury that the company 
was liable only for first aid and the jury brought 
in a verdict for $24.00. 

Baker appealed on the ground that the company 
knew that he continued to render services to 
White and by its silence acquiesced and ratified 
his employment by the agent. This contention 
was sustained by the upper court and the judgment 
of the lower court was reversed. J. A. CASTAGNINO. 


Anthrax as an Accident. Fidridge vs. Endicott, Johnson 
& Co., 189 N. Y. App. Div. 53, 177 N. Y. Supp., 
p- 863. 

Whether or not anthrax is to be considered an 
accident under the terms of the Workmen’s Com- 
pensation Act is the question considered in the case 
reported. The facts were as follows: 

The widow of a former employee of Endicott, 
Johnson and Company filed a claim against the 
company with the Industrial Commission for the 
death of her husband who died from anthrax which 
was contracted from handling hides in the tannery 
of the defendant company. The evidence showed 
that the former employee had received a slight cut 
on the neck in a barber shop while he was being 
shaved and that the anthrax infection began in 
this cut. 

The Industrial Commission held that the de- 
ceased was injured during his employment. From 
this finding the company appealed. 

The upper court held that the death was caused 
by anthrax and was not due directly to the cut on 
the neck. It therefore affirmed the award of the 
Commission. J. A. CasTAGNino. 
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Unskilled Treatment of Injuries—Cross-Examina- 
tion. Smithvs. Missouri K. & T. Ry. Co. (Okla.) 
185 Pac. R., p. 70. 

In this case two interesting questions were 
involved, namely, the liability of the party causing 
an injury for the unskilled treatment of a physician 
called by him to treat the person injured, and the 
subject of cross examination. The facts were as 
follows: 

While waiting for a train belonging to the de- 
fendant railroad, Smith was knocked down by 
the body of another man which was thrown vio- 
lently against him when the man was struck by the 
approaching train. Because of unskilled treatment 
by the physician of the railroad company, Smith’s 
injuries were aggravated. There was no question 
as to the liability of the railroad company or 
the unskilled treatment of the physician but the 
railroad company contended that as long as it used 
due care in the selection of a physician it was not 
liable to Smith for the physician's negligence. 

The jury in the lower court brought in a verdict 
in favor of the railroad. Smith appealed, first on 
the ground that the company was liable for the 
negligence of the physician it called, and second, 
on the ground that the court erred in permitting 
the attorney for the defendant to extend his cross- 
examination of Smith’s witness beyond the scope 
covered by direct examination. 

The upper court held that unskilled treatment 
by the physician called by the party causing the 
injury, which treatment increased the injury, wil 
render the party causing the original injury liable 
for all the injuries. It held further that cross exam- 
ination cannot extend beyond matters brought out 
in direct examination. Therefore the judgment of 
the lower court was reversed. J. A. CASTAGNINO. 


The Treatment of Osteomyelitis—General and 
Special Employment. Nelson vs. Farrish et al. 
(Minn.) 173 N. W. R., p. 715. 


Nelson, the father of an 8-year-old girl, filed an 
action for malpractice against Drs. Farrish and 
Portmann for failure to make a proper diagnosis of 
the child’s condition. The child was suffering from 
osteomyelitis of the radius. On November 12 Dr. 
Farrish was called to treat her and continued to 
treat her until December 3. On November 18 Dr. 
Portmann was called, examined the child, recom- 
mended certain treatment, and told the child’s 
parents to call him if they wanted him again. The 
child grew worse and later was moved to a hospital 
after Dr. Farrish had been dismissed from the case. 
An operation was then performed by another 
physician. 

Expert testimony was offered at the trial to show 
that the only treatment which will cure osteomyeli- 
tis is operation and that Drs. Portmann and Farrish, 
by their failure to recommend an operation, were 
negligent. Dr. Farrish contended that he recom- 
mended an operation but the father of the girl would 
not consent. The evidence in the case, however, was 
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in direct conflict with the contention of the doctor. 
Dr. Portmann contended that his employment in 
the case was special and not general and that he 
was not obliged to follow the case. The lower court 
entered a judgment against Drs. Farrish and 
Portmann. This judgment was appealed. 

The upper court held that a physician called 
generally must give the case his continued service if 
the condition of the patient demands it, but if he is 
called specially, only on one occasion, he is not 
obliged to repeat his visits although this does not 
affect his liability for what occurred on the occasion 
of his visit. It held further that Dr. Farrish was 
called generally and was negligent in his diagnosis 
of the case and that Dr. Portmann was called 
specially but had reasonable time on his special visit 
to make a proper diagnosis which he did not do. 
Both doctors were held liable and the judgment of 
the lower court was affirmed. _—_J. A. Castacnivo. 


Infection Carried from Toe to Face. Bethlehem 
Shipbuilding Corporation, Limited, vs. Industrial 
Accident Commission et al. (Calif.) 185 Pac. R., p 
179. 

The question under consideration in this case 
was whether or not death due to an infection carried 
from an injured toe to the face was the result of the 
original injury to the toe. The facts were as follows: 

An employee of the Bethlehem Shipbuilding Cor- 
poration had his toe crushed in the course of his 
employment. A streptococcic infection set in and 
was followed by septicemia, erysipelas of the face, 
and death. The Industrial Commission held that 
the infection was carried from the toe to the face 
by external means and that the death was the 
result of the original injury to the toe. The com- 
pany appealed on the ground that the injured toe 
was not the proximate cause of death, but the find 
ing and award of the Industrial Commission were 
confirmed by the upper court. J. A. CasTacnino. 


Verdict of Coroner’s Jury Held Not Admissible in 
Evidence to Fix Liability in Civil Suits. Spiegel’s 
House Furnishing Company vs. Industrial Com- 
mission (IIl.) 123 N.E., p. 606. 

The widow of a former employee of the Spicge! 
House Furnishing Company filed a claim with the 
Industrial Commission for the death of her husband. 
Her husband had come home from work com- 
plaining that he was not feeling well. A physician 
who was called told him he had a cold and a little 
fever. The next day he became worse, complained 
of a scab on his arm, and told his wife he knocked 
his arm against a corner of a dresser while showing 
customers through the store. The physician sent 
him to a hospital and a few days later he died o! 
septicemia. 

A coroner’s jury held that death was due to 
septicemia caused by an injury of the arm inflicted 
by the corner of a dresser. The widow of the <e- 
ceased was granted an award by the Industria] Com- 
mission and the award was affirmed by the circuit 














GENERAL SURGERY — MISCELLANEOUS 217 


court. From this finding the Spiegel House Fur- 
nishing Company appealed for the reason that no one 
had seen the employee injure himself and the In- 
dustrial Commission had based its decision on 
the verdict of the coroner’s jury which it per- 
mitted to be offered into evidence. The supreme 
court held that a coroner’s jury had no judicial 
power and their verdict had no weight in a civil 
suit to fix liability. It therefore reversed the order 
of the Industrial Commission. J. A. Castacnrno. 


Liability of False Representations as to Disease. 
Truman vs. Manweiler et al. (Ind.), 125 N. E. R., 
p- 412. 

Friends of the defendant, Manweiler, represented 
to the plaintiff, Truman, that Manweiler was 
sick with “lung fever” and induced her to take him 
in and care for him. The plaintiff stated that if he 
were sick with a contagious disease she could not do 
so but was assured that he was not. Later she dis- 
covered that he had diphtheria, but in view of the 
fact that he was too ill to be moved she continued 
to nurse him. In bringing suit against Manweiler 
et al. she alleged that they were aware of the con- 
tagious disease and willfully misrepresented the 
facts. The defendants contended that they acted 
in good faith upon a physician’s statement. 

The Court held that whether they knew or not 
was a question of fact for the jury. From the evi- 


dence the jury found that they were aware of the 
contagious nature of the disease and were guilty of 
fraud in misrepresenting it. Upon appeal the upper 
court affirmed the findings of the lower court. 

J. A. CASTAGNINO. 


Rules Relative to Insanity as a Defense to Crime. 
Thomson vs. State (Fla.), 83 So. R., p. 291. 

The plaintiff was convicted for murder in the first 
degree. The defense was insanity at the time of the 
act. Judgment imposing life imprisonment was 
rendered against him. 

Upon review the court found that the evidence 
raised a reasonable doubt as to the plaintiff's sanity 
at the time of the act. The law presumes all men 
sane, and in the absence of evidence to the contrary 
the court and jury are justified in acting on this 
presumption. If the evidence tends to rebut the 
presumption of sanity, however, and if the jury enter- 
tain a reasonable doubt on the subject, it is their 
duty to acquit. 

When insanity of a permanent typeas distinguished 
f1om mental disorders resulting from disease is shown 
to have existed prior to the act, it may be presumed 
that such insanity continued up to the time of the act. 

There having been a reasonable doubt in this 
case as to the sanity of the plaintiff, the judgment 
was reversed and the case sent back for a new trial. 

J. A. CASTAGNINO. 
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Delassus, A.: Trachelopexy in the Treatment of 
Severe, Rebellious Genital Prolapse (Sur la 
trachélopexie recti-musculaire dans le traitement 
des prolapsus génitaux graves et rebelles). Rev. 
frang. de gynéc. et d’obst., 1920, XV, 49. 

The author describes Jacob’s classical operation 
for removing the body of the uterus and fixing the 
remaining cervix to the abdominal wall. He has 
done the operation about 50 times and has modified 
it slightly. ; 

Emphasis is placed upon the importance of pre- 
venting hemorrhage. In one of the author’s recent 
operations a voluminous hematoma developed. 
This was due to the slipping of a ligature about the 
ovarian artery. It was necessary to tie this artery 
separately. 

Experience has shown that genital prolapse may 
recur even when a trachelopexy hid been don: with 
the most careful technique. The primary operation 
should therefore be complemented by a plastic 
perineal operation, or a larger portion of the tract 
should be removed, such removal being followed by 
a colpopexy rather than a trachelopexy. Both of 
these procedures should be executed in one stage 
as patients will not usually submit to a second 
operation. 

The immediate operative results are almost al- 
ways good. In the 50 operations there was only 1 
operative death. This was due to peritonitis. Local 
suppuration sometimes persists and is the cause of 
much trouble. 

The remote operative results are encouraging. 
Thefoperation should be reserved, of course, fer 
cases of prolapse which have resisted other treat- 
ment. A total prolapse of the vagina, bladder, and 
rectum may occur postoperatively because the stump 
falls from the abdominal wall, becomes extra- 
ordinarily long (in one of the author’s cases the 
stump was 12 cm. in length), or the vaginal tissues 
have undergone considerable relaxation. 

The points to which the author draws particular 
attention are: (1) the isolation and separate liga- 
tion of the utero-ovarian vessels, which should never 
be ligated en masse; and (2) the fact that all com- 
plementary plastic procedures should be done by 
the lower route at the same time that the principal 
operation is done by the abdominal route. 

W. A. BRENNAN. 


Bell, W. B.: The Surgical Treatment of Prolapse of 
the Uterus and Vagina. Lancet, 1920, cxcviii, 993. 
The author’s observations and conclusions are 
based on approximately 400 cases in which 99 per 
cent of cures were obtained and the mortality 


amounted to only o.5 per cent. The operative 
treatment was responsible for the 2 deaths only in- 
directly. 

The author classifies the clinical types of prolapse 
as “congenital” prolapse; puerperal retroversion 
and flexion, with slight, actual, or potential descent: 
vaginal prolapse; and prolapse of the uterus and 
vagina during or after the reproductive period. 

Congenital prolapse is differentiated from the 
condition sometimes seen in infants with spina 
bifida. It occurs soon after puberty, is due to 
inherent defects in the pelvic floor, and must be 
distinguished from congenital hypertrophy of the 
vaginal cervix. Six patients with this condition 
were treated by reconstruction of the posterior 
segment of the peritoneal aspect of the pelvic 
floor and suspension of the uterus by a modified 
Gilliam operation. 

Puerperal retroflexion occurs in the first stage of a 
large majority of all cases of acquired prolapse of 
the uterus, and should be treated as such. When 
uncomplicated by a vaginal laceration, a modified 
Gilliam operation alone is sufficient. Vaginal 
Jacerations may occur at subsequent labors and 
necessitate further operative treatment, but the 
uterus will always maintain the good position ob 
tained by a properly performed modified Gilliam 
operation if it is not delayed too long and a vaginal 
prolapse has not stretched the supravaginal cervix. 

Vaginal prolapse may occur in the case of a 
normally placed uterus. In most cases it is repre 
sented by a large cystocele, rarely by a rectocele. 
and still more rarely by a cystocele and rectocele. 
Pelvic infection or some other pathologic cause ob- 
structing the descent of the vaginal fornices some- 
times may prevent stretching of the supravagina! 
cervix or prolapse of the uterus. Uncomplicated 
vaginal prolapse will respond to plastic vagina! 
operations. This condition is not common, however. 
and is usually associated with an abnormality o/ 
the uterus requiring further operative treatment. 

Prolapse of the uterus and vagina may vary in al! 
degrees from partial descent of one or both to com- 
plete procidentia. Before the menopause prolapse o! 
the uterus and vagina, including prolapse of th 
congenital type, should not be treated by the 
“interposition” operation, ventrifixation, or peri 
toneal ventrisuspension operations because they 
frequently interfere with subsequent pregnancies. 
Repair of the vagina and perineum, amputation 
or repair of the vaginal cervix, and suspension of the 
uterus by a modified Gilliam operation have been 
found by the author to be the best procedures. In 
cases of marked prolapse, that is, procidentia, and 
especially in congenital prolapse, reconstruction 0! 
the peritoneal aspect of the posterior segment 0! 


218 














GYNECOLOGY 


the floor of the pelvis is necessary. Even after this 
treatment, however, the repaired vagina and 
perineum may suffer injury during subsequent 
labors. 

The majority of cases of prolapse of the vagina 
and uterus at or after the menopause show pro- 
cidentia and may be complicated by ulceration. In 
cases in which there is no descent of the uterus, 
vaginal repair alone may suffice, but when there is 
any degree of descent, especially in the presence of 
cystocele, there is no operation to compare with 
the interposition operation together with col- 
porrhaphies, anterior and posterior, and _peri- 
neorrhaphy. In a few exceptional cases it may be 
necessary to reconstruct the posterior segment of 
the floor of the pelvis from above. 

The author’s method of reconstructing the 
posterior segment of the pelvic floor consists 
essentially in obliterating the pouch of Douglas by 
approximating the uterosacral ligaments in the 
midline by transverse sutures and fixing the rectum 
by means of sutures to the edges of the newly-formed 
aperture. 

Emphasis is laid upon the pre-operative and 
postoperative treatment of the vagina. Before 
operation the vagina should be packed for several 
days with gauze soaked in a solution of Milton’s 
fluid, this packing being changed every twelve hours. 
After operation it should be irrigated with Milton’s 
fluid by means of a perforated tube doubled upon it- 
self and inserted at the time of operation. 

F. B. SETTLE. 


Baker, W. H.: A Few Observations Concerning 
Chronic Uterine Infections. J. Indiana State 
MM. Ass., 1920, xiii, 166. 


In his observations upon the treatment of chronic 
uterine infections the author recommends operation 
between ten and thirteen weeks after the acute 
stage when there is no fever and the white blood 
count is not above 9,000 whites per cubic centimeter. 

His conclusions are as follows: 

1. The removal of the tubes or of the tubes and 
uterus in extensive infection results in a disturbance 
of the glands of internal secretion. The symptoms 
produced by double salpingectomy and by sal- 
pingectomy with subtotal hysterectomy areabout the 
same except that menstrual symptoms and leucor- 
rhoea are less marked following the combined oper- 
ation, 

2. The disturbance of the glands of internal se- 
cretion in pelvic operations on women must be due 
to interference with the circulation to the ovaries 
or the fact that the tubes and uterus are part of a 
hormone of the sexual glands of internal secretion. 

_ 3. Asubtotal hysterectomy should be done when 
infection of the pelvic organs is so great as to 
necessitate the removal of the tubes. 

4. Menorrhagia and vaginal discharge follow in 
a number of cases operated upon for infection of the 
uterus or adnexa if the uterus is not removed at the 
time of operation. 
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5. Close attention should be paid to the problem 
of the postoperative vasomotor syndrome in these 
cases and its relation to surgery and infection. 

H. B. MAtTTHEws. 


Paramore, R. H.: Notes on the Causation of Red 
Degeneration. Lancet, 1920, cxcviii, 1005. 


Red degeneration is the thrombotic turgescent 
condition which results from vascular pressure 
changes. The author reports the case of a nulli- 
parous woman who experienced a sudden attack of 
acute abdominal pain with nausea and vomiting. 
The pain persisted for six days and was finally re- 
lieved at the onset of the regular menstrual period. 
On examination a smooth round pelvic tumor was 
found attached to the uterine cervix. When the 
uterus was removed eleven days after the beginning 
of the illness a single intramural fibroid the color 
of raw meat was revealed. 

The type of degeneration in the tumor described is 
thought to be the result of mechanical interference 
with the circulation. The frequent occurrence of the 
change in gravid uteri points to an increase in 
pressure as a causal factor. The relief from symp- 
toms with the onset of menstruation was probably 
due to the relaxation of the uterine musculature. 

The author compares red degeneration to the 
effects of torsion of the pedicle of an ovarian cyst. 
In the latter condition also there is a sudden attack 
of pain with rigidity of the abdominal muscles and 
a pelvic tumor due to obstruction of the venous 
return. A. J. ScHOLL, Jr. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Barolin, F.: Hamorrhage from the Ovaries (Blu- 
tungen aus den Ovarien). Med. Klin., 1920. xvi, 9. 


The author reports 4 cases treated by laparetomy 
in which the operation and the histologic examina- 
tion revealed hemorrhage from the ovarian follicles 
and corpus luteum as the cause of peritoneal irrita- 
tion. These hemorrhages aré probably more fre- 
quent than has been supposed heretofore. The site 
of the follicles remains a locus minoris resistentie 
for a long time as here the lutein layer consists of 
only one layer of cells whereas on the opposite side 
it has many layers. 

Trauma, severe abdominal pressure, and men- 
struation must be considered as causes of ovarian 
hemorrhage. The bleeding may occur at any time. 
In many cases it begins twelve or fourteen days be- 
fore the onset of menstruation and in some it is 
associated with the so-called “‘ Mittelschmerz.’’ The 
hemorrhage may be discovered accidentally and 
if the pain is diffuse, as is usually the case, the 
condition may be confused with appendicitis. The 
differentiation from extra-uterine pregnancy may 
also be difficult if the menstrual history is not 
definite. In both conditions a hematocele may form 
In rare instances follicular hemorrhage has caused 
death. F. Kayser (Z). 
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Ley, G.: Primary and Secondary Carcinoma of the 
Ovary; a Statistical Record from the Patholog- 
ic Institute of the London Hospital. Proc. 
Roy. Soc. Med., Lond., 1920, xiii, Sect. Obst. and 
Gynexc., 95. 

The statistical record presented is based upon a 
study of 60 cases of ovarian cancer, in 25 of which 
the ovary was involved primarily and in 38 second- 
arily. In 3 of the latter the primary growth was in 
the opposite ovary. Ley classifies these neoplasms 
according to their histogenetic origin into: 

1. Odphoric: (1) arising de novo, site questionable; 
(2) arising from pseudomucinous cysts; and (3) 
arising from teratomatous (dermoid) cysts. 

2. Epoéphoric and paroéphoric: (1) arising 
from wolffian relics in the ovary, the hilum of the 
ovary, or the broad ligament. 

He believes that the frequently occurring pseu- 
domucinous cyst is teratomatous in origin, repre- 
senting the posterior end (hind gut) of the embryo 
in the same way that the so-called ‘‘dermoid”’ 
represents the cephalic end. His reasons for this 
opinion are: (1) that the epithelium is typical of 
gut and does not resemble that of the normal ovary; 
(2) that loculi lined by skin containing hair, etc. 
are found not infrequently; (3) that unstriped muscle 
is frequently found in the walls of these loculi; and 
(4) that loculi lined by cells of this type are not un- 
common in “‘ dermoid cysts.” 

Nine of the 25 cases of primary ovarian carcinoma 
were of pseudomucinous origin and 16 of wolffian 
origin (8 unilateral and 8 bilateral). 

The study of the 25 cases of primary ovarian 
carcinoma is summarized as follows: 

1. The majority arose either in the wolffian 
relics or in pseudomucinous cysts (hypoblastic 
teratomata). 

2. The age incidence of the wolffian type was a 
decade later than that of the pseudomucinous type. 

3. The malignancy as demonstrated by metas- 
tasis was much greater in the wolffian than in the 
pseudomucinous type. 

4. In both types metastasis was most frequently 
peritoneal. 

5. In the wolffian type the lumbar glands were 
involved first, and the iliac, coeliac, and pancreatic 
glands later. 

6. No pseudomucinous cyst gave rise to glandular 
metastasis. 

In the 38 cases of secondary ovarian carcinomata 
the site of the primary growth was: (1) the colon 
and rectum, 11 cases; (2) the stomach, ro cases; 
(3) the gall-bladder, 2 cases; (4) the extrahepatic 
bile passages and caruncula major of Santorini, 2 
cases; (5) the pancreas, 2 cases; (6) the breast, 4 
cases; (7) the ovary, 3 cases; (8) the suprarenal 
gland, 2 cases; (g) the uterus, 1 case; (10) the kidney, 
1 case. ‘The ovarian secondary deposits were 
bilateral in 19 cases and unilateral in 19 cases. In 
the latter the primary growth was in the opposite 
ovary in 3 cases, so that carcinoma was bilateral in 
22 cases and unilateral in 16. 
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The study is summarized as follows: 

1. The statistics give no proof that ovarian 
metastasis is more frequently associated with 
primary carcinoma in any particular site. 

2. The ovarian metastases were unilateral and 
bilateral in an equal number of cases. 

3. The method of invasion was by implantation 
in 31 cases (81.5 per cent), direct in 3 cases (7.9 
per cent), and by permeation of lymphatics in 3 
cases (7.9 per cent). 

4. Tumors of clinical significance occurred in 10 
cases (28.9 per cent). 

5. In 7 of these 10 tumors the growth in the ovary 
overshadowed the primary growth. 

CAREY CULBERTSON. 


EXTERNAL GENITALIA 


Plondke, F. J.: Vaginal Drainage. Minnesoia Mid 
1920, 1], 251. 

All cases of salpingitis should be regarded as 
septic and for that reason if any pus is spilled during 
the operation drainage should be instituted. The 
author contends that abdominal drainage is inade- 
quate and that vaginal drainage by his method is 
better because it is more efficient and more com- 
fortable and has none of the objectional features o/ 
abdominal drainage. 

Before the abdominal operation is begun and after 
the vagina has been swabbed with iodine a curved 
8 in., rat-toothed forceps is fastened to the posterior 
vaginal wall !4 in. behind the cervix. The patient is 
then laid flat for the abdominal section, the curved 
forceps being retained in the vagina. 

When the operation has been completed, the 
curved forceps are pushed forcibly up into the 
cul-de-sac by an assistant until the operator can 
extricate the point. The jaws of the forceps are 
then opened in order to stretch the orifice. Into 
the open forceps are passed two strips of gauze and 
a rubber tube. These are pulled down into the 
vagina, their upper ends being left in the cul-de-sac. 
The tube is attached to the back of the uterus with 
a catgut suture and the abdomen then closed in 
the usua] manner. The gauze is withdrawn in about 
three or four days but the tube is allowed to com 
out spontaneously. Convalescence rarely takes 
longer than two weeks. The method may be adapted 
also to cases of ruptured appendix. 

The author prefers this technique because: 

1. It is simple and comparatively easy. 

2. By preliminary preparation of the vagina the 
entire procedure is rendered surgically clean. 

3. The attendant who manipulates the forceps 
in the vagina need not be “clean” and will not dis- 
arrange the aseptic covering. ; 

4. If the tube is sutured to the posterior suriace 
of the uterus it cannot come away until the catgut 
stitch is absorbed. It then comes away easily and 
without causing pain. 

5. It does not require the insertion of the assist- 
ant’s fingers into the vagina to act as a guide and 
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consequently it eliminates the danger of the inser- 
tion of the fingers into the rectum and accidental 
opening of the bowel from above. If drainage is 
not necessary the forceps may be removed and 
no harm is done by the preliminary preparation. 
EUGENE Cary. 


Judd, E. S.: The Operative Treatment of Vesico- 
vaginal Fistule. Surg., Gynec. & Obst., 1920, xxx, 
447. 

In former years vesicovaginal fistule were found 
for the most part after difficult parturition. At 
present they are frequently the result of procedures 
for the radical removal of carcinoma of the cervix 
uteri by operation, cautery, or radium. Sixty-one 
per cent of cases of vesicovaginal fistula operated on 
at the Mayo Clinic since 1908 were due to some 
operative procedure for the removal of tumors of the 
uterus, and only 39 per cent followed childbirth. In 
5 cases the condition followed the use of radium 
alone. 

Radium is of undoubted value in inoperable 
carcinoma of the cervix but should not be used if 
the malignancy is not eradicated. 

The scar due to cauterization and treatment with 
radium renders the technique of the operation for 
fistula much more difficult than in cases in which 
the fistula followed childbirth. 

The first essential in the treatment consists in 
destroying the communication between the vagina 
and the bladder. This is accomplished best by dis- 
secting the bladder completely away from the va- 
gina as is done in the operation for the relief of 
cystocele. If the mucous membrane of the fistulous 
tract is not freed so that it can be turned into the 
bladder on the one side and into the vagina on the 
other, the communication will almost certainly re- 
form. Undoubtedly in a certain percentage of 
these cases more than one operation is necessary 
and repeated attempts to close the fistula are ad- 
visable if the sphincter muscle of the bladder has 
not been destroyed. If the sphincter muscle is in- 
jured it should be repaired. If it is impossible to 
secure function of the sphincter a communication 
between the vagina and rectum just above the anal 
sphincter can be made and the vaginal outlet closed. 
This procedure, advocated by Keen, is probably the 
best. Peterson collected 41 cases in which the 
operation was performed with comparative success. 

Seventy-eight cases of vesicovaginal fistula have 
been operated on in the Clinic since 1908. In 54 of 
these it was possible to close the fistula in one op- 
eration; in 16, two operations were performed; and in 
I. Six operations failed completely to close the fistula. 
The size of the fistulous opening in these cases varied 
from that of a small pin point to complete eversion 
and prolapse of the bladder. 

In 3 of the cases there was more than one opening. 
A large incision in the vaginal wall included all the 
openings and converted the operation into a single 
closure after the openings into the bladder had been 
closed separately. 
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The bladder sphincter was involved in 10 cases, 
but was destroyed in only 3. In 7 cases it was re- 
paired quite satisfactorily. 

One of the ureters was involved with the vesical 
fistula in 6 cases. The position of the ureter should 
always be determined and in some cases in which it 
is involved in the fistula the suprapubic operation is 
the operation of choice. 

Legueu has recently advocated the transperitoneal 
vesical route for vesicovaginal fistula. This pro- 
cedure has some advantages in cases in which the 
fistulous tract becomes attached to the pubic bone 
and is thus held in a most inaccessible position for 
use of the vaginal route. 

If the fistulous opening is small, the fistula may 
be inverted into the bladder and heid there by ten- 
sion on the purse string suture which is pulled out 
through the urethra. This procedure is described 
by C. H. Mayo. A number of small vesicovaginal 
fistula have been closed by the high frequency cur- 
rent. 

Before operation the tissues should be made as 
near normal as possible. A cystoscopic examination 
should be made to determine the position of the 
ureters, the presence or absence of a sphincter 
muscle, and whether or not the bladder has been 
completely severed from the urethra. When the in- 
jury is near the neck of the bladder the vaginal op- 
eration is the procedure of choice. When the open- 
ing is high in the vaginal fornix and there is much 
scar tissue the suprapubic operation may be of 
service but more room may be secured for the vaginal 
exposure by incising the perineum. A long in- 
cision should be made in the vaginal wall down to 
the bladder, beginning below the sphincter muscle 
and extending to and through the fistulous opening. 
The bladder should then be separated from the 
vagina, the separation being begun near the cervix 
and brought forward toward the urethra. If the 
cervix has been removed and the fistula is high in 
the vagina the peritoneum may be opened as advo- 
cated by Kelly. 

A small curved hemostat passed through the 
urethra and into the vagina through the fistula 
helps to bring the fistulous tract downward into the 
dissection. When the bladder has been loosened 
and its edges can be easily approximated the open- 
ing should be closed with catgut and the edges of 
the mucous membrane inverted. The vaginal in- 
cision may then be closed with chromic catgut and 
all dead space obliterated. If the sphincter has 
been repaired it is best to use fine silk sutures in 
addition to the catgut, care being taken not to pen- 
etrate the mucous membrane with the silk. A re- 
tention catheter should be left in the bladder for 
from eight to ten days and the patient kept quiet 
for from twelve days to two weeks. . 

There were no deaths in the series of cases re- 
viewed. Of 56 patients heard from, 4 have not been 
benefited by the operation, the condition of 6 is 
considerably improved, and the rest have been 
completely cured. 
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Wright, F.: Hypertension in a Woman at the 
Menopause. Med. Clin. M. Am., 1929, iii, 1735. 


Wright reports a case in which corpus luteum 
injected muscularly caused uterine hemorrhage in 
a woman of 50 ‘The patient developed excessive 
menstruation, high blood pressure, vertigo, and 
severe headache, all of which became gradually 
worse over a period of seven and a half years. 

As there were no renal findings radium was intro- 
duced into the uterus to induce the menopause, with 
the result that all of the symptoms were greatly 
relieved. The history is summarized as follows: 

1. A high blood pressure was tolerated for some- 
time. 

2. Nervous influences distinctly affected many 
of the symptoms. 

3. Arterial changes developed gradually, as 
shown in the eye, the coronary arteries, the uterus, 
and possibly the abdominal aorta. 

4. The kidney had little to do with the difficulty. 

5. The endocrine influence was a factor but prob- 
ably only one of several. 

6. Cessation of menstruation in such cases is 
warranted if the progression of symptoms demands 
it. EuGENE Cary. 


Robins, C. R.: The Operative Treatment of Pelvic 
Inflammation. South. M.J., 1920, xiii, 368. 


The author’s conclusions are based on a study of 
more than 500 cases of pelvic inflammation. These 
cases he divides into two classes: (1) puerperal or 
post-abortal inflammations, and (2) gonorrhceal 
inflammations. The first class of cases he treates 
conservatively in the acute stages and merely drains 
the abscess pockets. Regarding the second class 
he states thit operation may be performed at any 
stage but does not say definitely whether he consid- 
ers operation desirable. 

In the chronic cases operation offers little hope 
of curing sterility. Dysmenorrhoea and other pain 
is to be attributed to adhesions about the ovariés. 
Robins expresses satisfaction with conservative 
operations in which only the tubes are removed, the 
ovaries are freed from adhesions, and the uterus is 
suspended anteriorly. Emphasis is laid upon the 
importance of preserving menstruation. 

Robins therefore differs from those who believe 
that chronic cases of pelvic inflammation should be 
treated by local rather than surgical measures unless 
a radical operation is contemplated. W. H. Cary. 


Bland, P. B.: Mercuric Chloride Poisoning from 
Vaginal Injections—Two Fatal. J. Am. M. 
Ass., 1920, xxiv, 1227. 


Vaginal irrigations are of value in the local 
treatment of acute and chronic affections, but 
carelessly given may cause extensive local organic 
destruction and occasionally death. The author 
reports three cases as follows: 
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Case 1. The patient was a woman 29 years of 
age. Menstruation had begun at the age of 20. 
The menstrual periods had always been regular, 
recurring every twenty-eight days, and were not 
associated with pain. The discharge continued for 
four or five days, was always rather profuse, and 
frequently contained clots. The patient married 
at the age of 21 and had had three pregnancies, «ll 
of which continued to term and terminated nor- 
mally. Suturing had never been necessary. 

Four weeks prior to the patient’s admission to 
the hospital she had taken a copious douche of hot 
water to which two “blue tablets’? (mercuric 
chloride) had been added. These were employed 
to prevent conception. Very soon after the irriga- 
tion violent burning pain began in the vulva and 
vagina. Various agents to overcome this pain 
were prescribed by-the patient’s family physician 
but were of no benefit. The following day the 
vulva became intensely swollen and red and urina- 
tion was difficult and extremely painful. This 
condition persisted for several days, becoming asso- 
ciated later with a profuse seropurulent discharge 
which frequently contained long shreds and mem 
brane. 

Four weeks after the douche was taken the vulva 
were still somewhat swollen and inflamed. The 
vagina show.d most striking changes. The canal 
was almost completely closed. The mucosa had 
entirely sloughed away and the tube was lined by 
a red, resistent, tender, granular membrane. There 
were no marked constitutional symptoms at any 
time. Operative measures were recommended for 
the vaginal stenosis but were refused. No further 
record was obtained of the case. 

CasE 2 was that of a woman aged 21. The 
patient first menstruated at the age of 17, one year 
subsequent to her marriage. Menstruation had 
always been regular and of the twenty-eight-day 
type. The flow was scanty and extremely painful. 
The last period occurred approximately two months 
previously. 

Two days before her admission to the hospital 
the patient took a douche in order to prevent con- 
ception. To the douche solution she added a tea- 
spoonful of ‘‘white powder” (mercuric chloride). 
One quart of water was used. Immediately after 
the irrigation she was seized with a violent burning 
pain. The family physician applied oils and gave 
an alkaline douche but this treatment gave onl) 
temporary relief and the following day the vulva 
became greatly swollen and discolored. The pain 
was intense. Shortly afterward a profuse seropuru 
lent discharge appeared which later contained 
particles of tissue. Paes 

The patient was rather delicate and was suffering 
great agony. The pupils were normal. The lips 
were parched, dry, and cracked. The tongue and 
pharynx were extremely red and dry. The mucous 
membrane throughout the throat was intenscly 
injected. The lungs were normal. The heart 
presented a moderately loud systolic murmur and 
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its rate was rapid. The abdomen was somewhat 
distended and rather resistent and tender, especially 
above the pubic arch. The vulva were extremely 
swollen, red, and tender. The labi1 were pendulous 
and oedematous. The vaginal orifice was covered 
with a yellowish green exudate. A profuse sero- 
purulent discharge, foul and offensive, was pouring 
from the vaginal opening. Digital examination 
was attempted but was impossible on account of 


the intense pain. The temperature was normal. 


The pulse rate ranged from roo to 130. The 
respiration was practically undisturbed. The urine 
contained a large amount of albumin, a great variety 
of casts, and a large number of red and white blood 
cells. The general systemic symptoms became worse 
and death resulted from complete suppression of 
urine seven days after the patient was admitted to 


the hospital. 
Case 3. The patient was a woman of 28 who had 


always been in good health and had never had any 
serious disease. Menstruation began when she was 


13 and was regular. The menstrual periods lasted 
for three or four days. The flow was associated with 
pain on the first day but there were no clots. The 
last period occurred October 13, approximately 
three months before the patient’s admission to the 
hospital. She had been married at the age of 22 


and had had three pregnancies. The first terminated 


in spontaneous abortion at the end of five weeks. 
The second continued to full term and was terminated 
normally. The third conception occurred October 
13, 1919, and the pregnancy was terminated by 
induced abortion Jan. 8, 1920. 

The present illness began Jan. 8, following a 
uterine irrigation with a solution to which the 
patient had added two “tablets” (mercuric chloride). 
The douche nozzle was carried deliberately into the 
cervical canal and the irrigation solution was allowed 
to flush the interior of the uterine cavity. Imme- 
diately thereafter sharp abdominal pain developed. 
This was intermittent, occurring at intervals of 
about five minutes. Abortion occurred the following 
day. A foetus 3 in. in length was expelled and the 
placenta and membranes came away one hour later. 
Subsequently vomiting and diarrhoea developed 
and the patient suffered a rather violent chill. 
There was a profuse bloody discharge and general 
pain in the joints. Urinary excretion became ex- 
tremely slight, the skin extremely dry and the 
mouth cracked and parched. The patient’s family 
physician treated her for suppression of urine and 
uremia by placing her in hot packs. He was not 
informed by the patient or her husband of the true 
state of affairs. 

The patient was admitted to the hospital with 
complete urinary suppression which had persisted 
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for twenty-four hours. No urine was passed for 
four days subsequent to her entrance into the 
hospital. Uncontrollable diarrhoea and vomiting 
were more or less constant. The patient com- 
plained of restlessness, a violent headache, and 
burning in the region of the vagina and bladder. The 
mouth was swollen, the teeth were tender, and the 
breath was extremely offensive. The eyes were 
normal. The lips were dry and cracked, and the 
tongue was dry, coated, and furred. The throat was 
injected. The lungs were normal. The heart action 
was regular and no adventitious sounds were heard. 
The abdomen was somewhat distended and tender 
over the kidneys and low down in the mid-line. The 
mucous membrane of the vagina was normal. There 
was a seropurulent discharge from the uterus. The 
cervix was patulous and allowed the introduction 
of the finger. A slough of endometrium was removed 
during the examination Death occurred two weeks 
after the patient’s admission to the hospital. 

The last specimen of blood was taken the morning 
the patient died. The differences in the non-protein 
nitrogen, urea nitrogen, and creatinine content of 
this specimen as compared with normal blood are 
shown in Table 2. 


TaBLe I. Brioop ANALYSES 
Mg. per 100 ccm. Whole Blood 


Jan. 14 Jan. 18 Jan. 23 
Non-protein nitrogen... .... 204 330.4 370.3 
Urea nitrogen............. 97-3 102.6 152.5 
COB: 6s soni eis ds 10.6 11.1 11.6 


Taste II. DIFFERENCE BETWEEN PatTIENt’s BLoop 
AND NorMAL BLoop 


Normal Patient’s Blood Diff. 
Mg. fg. z 


g Mg. 
Non-protein nitrogen... ... 25-35 370.3 335-3 
Urea nitrogen............. 12-23 152.5 129.5 
CI iii ves, asics I-2 11.6 9.6 


A complete blood count on January 1o revealed 
3,130,000 red cells and 15,800 white cells. The 
hemoglobin was 60 per cent and the color index 
0.91. The red cells appeared to be normal. The 
differential count was as follows: polymorphonu- 
clear neutrophiles, 98 per cent; polymorphonuclear 
eosinophiles, 2 per cent; polymorphonuclear baso- 
philes, 0; small mononuclears, 9 percent; and transi- 
tionals, o. 

On January 18 the differential count was: poly- 
morphonuclear neutrophiles, 94 per cent; polymor- 
phonuclear eosinophiles, 2 per cent; polymorphonu- 
clear basophiles, 0; small mononuclears, 2 per cent; 
large mononuclears, 1 per cent; and transitionals, 1 
per cent. W. F. Hewirt. 
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PREGNANCY AND ITS COMPLICATIONS 


Cornell, E. L., and Stillians, A. W.: Syphilis in 
Pregnancy and Labor. Am. J. Syphilis, 1920, iv, 
342. 

There is considerable difference of opinion relative 
to the prevalence of syphilis among pregnant 
women. According to some authors the incidence 
is as high as 16 per cent, while according to others 
it ‘is as low as 3 or 4 per cent. This wide difference 
is due to the source of material upon which the 
percentages are based. 

Every pregnant patient entering the Chicago 
Lying-In Hospital and Dispensary Clinic is given a 
Wassermann test. In the charity field this work 
more nearly resembles private practice than that of 
most dispensaries. If the higher percentages 
given for syphilis in pregnancy are correct, many 
physicians are failing in their diagnoses. 

At the time this article was written 69 patients 
had been tested. Of these, 2 gave a strong positive 
and 1 a slight positive reaction (4.34 per cent). 
All of the positive reactions were those of colored 
women, and as there were 6 colored patients, 50 
per cent of the total number were syphilitic. 

Eighteen of the 69 patients (26 per cent) gave a 
history of abortion or stillbirth. Of the 3 syphilitics, 
1 had aborted. The reason for this large number of 
abortions is not clear. One-third of all the preg- 
nancies resulted in abortion or stillbirth. It is 
possible that a few more of the patients had syphilis 
in spite of negative Wassermanns. 

Among the poor, abortion may be due to un- 
favorable living conditions and lack of prenatal 
care. In many instances also it may be traced to 
other causes such as poor teeth, infected tonsils, 
chronic appendicitis, low-grade gall-bladder dis- 
ease, etc. Among the private patients, 19.6 per 
cent gave a history of abortion or stillbirth. 

Epwarp L. CorneELt. 


Hoffmann, K.: Appendicitis in Pregnancy (Zur 
Frage der Appendicitis in graviditate). Arch. f. 
Gynaek., 1920, cxii, 230. 

From his study of 39 cases of appendicitis in preg- 
nancy the author is convinced that the elevation of 
the cecum is not always so severe as Fuhls reports. 
Furthermore he believes that a definite relationship 
between the tension of the abdominal walls, the 
size of the uterus, and the elevation of the cecum 
cannot be determined and that a definite diagnostic 
point for the elevation of the cecum may be gained 
only by the use of the X-ray after a contrast meal. 
This procedure is impossible in acute cases. The 
author recommends early operation for the first 
attack of appendicitis during pregnancy as well as 
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for recurring attacks. The site of the incision should 
be determined from the clinical symptoms and signs. 
RAESCHKE (Z). 


Tweedy, E. H.: The Treatment of Antepartum 
Hemorrhage. Med. Press, 1920, n.s. cxix, 393. 


In opening a discussion at the Royal Society of 
Medicine Tweedy stated that a comparison of the 
results in accidental hemorrhage is difficult because 
in the compilation of different statistics different 
standards have been adopted. In the Rotunda 
Hospital the term is not now used unless the bleed- 
ing is sufficient to make it necessary to call an assist- 
ant master to make a diagnosis and assume the 
responsibility for the delivery. The assistant 
master is not summoned unless his presence is 
required in the interest of the patient. Therefore 
many insignificant bleedings escape the records. 
During his mastership of the Rotunda, Tweedy 
reported only 49 cases of accidental hemorrhage 
and 45 of unavoidable hemorrhage in 13,024 deliv- 
eries. In the extern maternity there were 47 cases 
in 15,543 deliveries. 

On the other hand, Sir William Smyly, adopting 
a different standard, in his first hospital report on 
3,600 deliveries recorded 44 cases of which he wrote, 
“Most of them were of little consequence.” Simi- 
larly, at St. Mary’s Hospital, Manchester, 105 cases 
of accidental hemorrhage were encountered in the 
two years 1913-14. Ejighty-three of these patients 
recovered under the measures applicable for the 
condition in its less severe form (rupture of mem- 
branes, etc.). Seven died in spite of this treatment 
and 15 were dealt with by more radical procedures. 
From these figures Tweedy infers that there were 
certainly 22 serious hemorrhages, but that the 
remainder might be classed with most of Sir William 
Smyly’s cases as “‘of little consequence. ”’ 

Among Tweedy’s 49 patients 22 were in serious 
danger and were treated by the use of the vaginal 
plug. He lost 2 hospital and 7 extern maternity 
patients, 5 of whom were treated with the plug. 
The 2 hospital deaths were due probably to intra- 
peritoneal hemorrhage for in one case not more 
than a pint and a half of blood poured into the 
uterus, and in the other the patient’s condition 
improved while the plug was in place and death 
did not occur until after the completion of the third 
stage three hours later. From 1913 to 1918, during 
which time Tweedy was again at the Rotunda 
Hospital, 23 cases of accidental hemorrhage were 
treated. By that time the possibility that acci- 
dental hemorrhage might arise as a result of preg- 
nancy toxemias had been established. Cesarean 
section was therefore performed when the double 
complication was encountered in a severe form. 


























The procedure was carried out three times with 
success. Intra-abdominal blood was observed in all 
of these cases, and in 1 the ovarian artery beneath 
the fallopian tube was bleeding. In the remaining 
cases, the plug was used in 8. No deaths occurred 
from loss of blood. One woman died from sepsis 
ten days after delivery. Tweedy’s hospital expe- 
rience therefore comprised 72 cases in over 18,000 
deliveries, with 2 deaths. The plug was used in 30 
cases. Sir William Smyly, working in the same 
institution, had 5 deaths among 3,600 patients 
treated before he adopted the plug. These figures 
are convincing and can be explained only by the 
assumption that the plug exercises a pronounced 
influence on hemorrhage. Tweedy maintains, how- 
ever, that compression is effected with the plug 
which he applied as he has demonstrated this dur- 
ing the performance of several cesarean sections. 
These operations afforded his assistants an oppor- 
tunity to observe directly the stoppage of pulsation 
in the uterine artery while pressure was made from 
below. Tweedy describes his method of plugging 
as follows: 

To plug efficiently the left hand should be passed 
into the vagina with the palmar surface directed 
toward the hollow of the sacrum while the tips of 
the fingers lie behind the cervix. Small pieces of 
cotton wool squeezed out of lysol solution and each 
the size of the thumb-knuckle should then be 
inserted round the cervix with the right hand. 
The fingers of the left hand must be kept busy 
squeezing the pellets into a compact mass and 
iorcing the spaces between them to permit the 
insertion of another plug. This process should be 
continued in a systematic manner from above down- 
ward until the vulva is reached and the vagina can 
hold no more. A T-bandage should be applied to 
keep the plug in position, and an abdominal binder 
fastened tightly from above downward to press the 
side walls of the uterus against the vagina dam. 
A plug so applied will cause immediate cessation 
of hemorrhage, and when it is removed after the 
lapse of hours the blood found will be only such as 
can be accounted for by the flow that took place 
during the operation. 

The vaginal plug is not easy to apply nor is its 
application harmless. If at the first attempt suffi- 
cient material cannot be inserted to stop the bleed- 
ing, the plug must be removed entirely and re- 
inserted, a procedure made easier by the dilatation 
of the vagina. Pain, distress, and some shock 
always follow the application of the plug, and super- 
ficial tearing of the mucous membrane of the 
vagina is almost certain. The possibility of rupture 
of the uterus must not be discounted. To what 
extent intraperitoneal hemorrhage can be con- 
trolled by a vaginal plug is still a matter of doubt. 
In the vicinity of the internal os control is com- 
plete. On the other hand the plug will fail utterly 
to stop a leakage from the ovarian artery. The 
latter supplies a relatively small amount of blood 
to the placenta, chiefly to its upper portion where 
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detachment is rare. When the main supply is cut 
off the loss of blood pressure promotes coagulation 
in the sinuses. 

Tweedy maintains that hysterectomy has no 
place in the treatment of accidental haemorrhage. 
Rupture of the membranes does not contra-indicate 
the use of the vaginal plug. C. H. Davis. 


Dougal, D., and Bride, J. W.: Etiological Factors in 
Abortion: A Study of 100 Cases. Brii. M. J., 
192¢, i, 632. 


This study is based on 100 unselected cases of 
abortion at the Maternity Department of St. Mary’s 
Hospital, Manchester. Both clinical and patho- 
logical examinations were made except in cases of 
incomplete abortion when the whole ovum was not 
obtainable. 

In the majority of cases the period of gestation at 
which abortion occurred was during the first half of 
pregnancy; in 40 per cent, between the third and 
fourth months. 

Seventeen per cent of the patients had had no 
previous pregnancy. Eighty per cent had had full- 
term children and 37 per cent. more than three 
pregnancies. Forty per cent gave a history of pre- 
vious abortions, but more than half of these had had 
only one. . 

The cause of the abortion as given by 28 patients 
was as follows: strain in 7 cases, falls in 6, lead pills in 
8, shock in 2, a kick in the abdomen in 1, injury 
to the foot in 1, instruments in 1, syringing in 1, 
and sexual excess in 1. Excluding thes: cases, 
various abnormal conditions were found either at 
clinical examination or at the time the uterine con- 
tents were evacuated. Of 22 patients in this group 
5 had retroversion or flexion of the uterus; 2, 
fibroids; 3, previous abdominal operations; 3, 
influenza; and 2, placenta previa. Seven patients 
had one of the following conditions: mitral stenosis, 
chronic bronchitis, pulmonary tuberculosis, severe 
anemia, fibroids and placenta previa, hydatid mole, 
and foreign body in the vagina. Positive Wasser- 
mann reactions were found in 12 cases. In 6 of 
these no other cause for the abortion could be 
determined. Thus a possible cause of the abortion 
was ascertained in 56 per cent of the cases. 

The gross pathologic findings in 54 cases were as 
follows: hemorrhage into the dec‘dua (including 2 
cases of fibroid polyp, 1 placenta previa, and 8 
blood moles), 33; hemorrhage into the placenta 
(including extensive placental infarction with asso- 
ciated arterial degeneration). 6; obstruction of foetal 
circulation, 2; hemorrhage on the feetal surface of 
the placenta under the amnion, 2; hydatid mole, 1; 
and oedematous, placenta. 1. In the remaining cases 
the conditions were either too limited in extent to 
be of decisive importance or the specimens were so 
incomplete that satisfactory findings could not be 
obtained. 

In an analysis of the 12 cases which gave a posi- 
tive Wassermann reaction it was found that 11 of 
the patients previously had had full-term children. 
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The children were born alive except in 1 case in 
which 3 were stillborn. Repeated abortions are not 
necessarily associated with a positive Wassermann. 
Abortion had occurred previously in 6 cases, but in 
only 1 more than once. In 7 of the 12 cases there 
were other abnormal conditions which might be the 
cause of the abortion. The authors feel justified 
in saying that syphilis was not the cause of the 
abortion in a case of adherent cesarean scar and in 
another of fibroid polyp. In a case of retroflexion 
of the uterus and a case of obstruction of vessels in 
the umbilical cord it is considered improbable that 
syphilis was the deciding factor. The number of 
cases in which syphilis leads to abortion may there- 
fore be estimated at 10 per cent and probably less. 

In their conclusions the authors further correlate 
their findings on the etiology. In 18 per cent of the 
cases accidental or reflex causes were present. In 25 
per cent there was general disease of the mother, dis- 
ease or displacement of the maternal genital organs, 
and gross abnormalities of the foetus or placenta 
(other than those due to hemorrhage or infarction). 
In 12 per cent of the cases a positive Wassermann 
reaction w’s obtiin, but the influence of syphilis 
as the actual cause of the abortion may be judged 
as nearer 8 per cent. The figure for the group of 
self-induced abortions is probably not less than 20 
per cent. Thus in more than 30 per cent of the cases 
the cause was not evident, and pathologic investiga- 
tion throws little additional light on the subject as 
most of the morbid changes present were not those 
which produce abortion, but changes which oc- 
cur during the operation of some other cause. 

It would appear, however, that the mother is 
primarily at fault because of some disease condition 
of an organic nature or merely an increased irritabil- 
ity of the centers governing the expulsive action of 
the uterus. J. E. McCorvre. 


Brodhead, G. L.: Pregnancy in the Rudimentary 
Horn of a Bicornate Uterus. J. Am. M. Ass., 
1920, lxxiv, 1453. 

Brodhead quotes Lee’s statements that over 100 
cases of pregnancy in the rudimentary horn of a 
bicornate uterus have been reported since 1669, 
and that while the gestation sac usually ruptures 
early, with hemorrhage and symptoms much like 
those of ectopic pregnancy, the ovum may grow to 
term. 

The author’s patient entered the hospital appar- 
ently in labor in the eighth month of gestation. A 
midwife had concluded that the foetus was dead. 
After several hours of mild pains, the patient sud- 
denly went into collapse and died in a few minutes. 

At autopsy a foetus weighing 41% Ibs. was found 
free in the abdominal cavity. The foetal sac, meas- 
uring 18 cm. in diameter. was connected by a pedicle 
I cm. in diameter to the left aspect of the uterus 
at about the level of the internal os. The Jeft ovary 
and the fimbriated end of the tube were attached to 
the foetal sac. Drawings and pathologic data are 
given. W. H. Cary. 
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Riviére, M., and Lacouture, J.: Primary Abdominal 
Pregnancy Subsequent to a Cesarean Opera- 
tion (Grossesse abdominale primitive chez une 


femme ayant subi antérieurement l’opération 
césarienne). Rev. franc. de gynéc. el d’obst., 1920, xv. 
43- 


The patient had had a cesarean section about a 
year previously because of a contracted peivis. In 
April, 1919, menstruation ceased but there were no 
other symptoms of pregnancy. Five or six months 
later a peritoneal crisis occurred which was followed 
by colicky uterine attacks twice a month with sud 
den increase in the size of the abdomen. The con 
dition was at first thought to be hematometra. 
but on palpation the uterus was found to be small 
in retroflexion, and without any gestation changes. 
A medianly situated neoplasm led to a diagnosis 0! 
malignant ovarian tumor of rapid growth. 

On laparotomy a macerated 5-months fcctus 
enveloped in an amniotic sac adhering to the in- 
testine was discovered in the peritoneal cavity. 
The placenta was adherent and fixed in the right 
iliac fossa. The ablation of the placenta, which was 
done without difficulty and without haemorrhage. 
was followed by hysterectomy. 

In the scar of the cwsarean incision the mucosa 
alone appeared intact the muscular edges having 
failed to unite. The tubes were much altered, the 
right being completely obliterated. 

In the authors’ opinion the condition was « 
primary abdominal pregnancy as it does not seem 
probable that the placenta would have been ex- 
pelled at five months and then grafted in the ilia: 
fossa. The lesions of the tube through which the 
spermatozoa penetrated into the abdominal cavity 
did not permit the fecundated ovum to enter the 
tube and from thence pass into the uterus. 

W. A. BRENNAN 


Bourne, A. W.: A Lecture on the Toxzmias of 
Pregnancy. Brit. M.J., 1920, i, 727. 


The author states that the toxin produced almost 
certainly by the growing ovum during pregnancy 
is absorbed by the maternal circulation. The ovum 
constantly poisons the mother, but in all healthy 
women most of the toxin is effectively countered by 
their own immunizing efforts. Schmoil proved that 
foreign foetal protoplasm is conveyed into the mater 
nal circulation when he demonstrated the presence 
of small pieces of syncytial protoplasm in the 
circulation. 

A biochemical defence is set up by the materna! 
tissues to battle the invasion. Abderhalden demon 
strated that the maternal blood contains a specili 
ferment capable of digesting placental protein dur 
ing pregnancy and for ten days afterward. Theis 
and Lockemann also showed that maternal serum 
is sensitized to certain bodies in the foetal serum 
and placenta. This has been borne out also by th 
laboratory work of Young who, by the injection 0! 
placental extracts, produced experimental toxa#mi« 
in animals, the symptoms and postmortem appcar 
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ances of which were almost indistinguishable from 
those of eclampsia. 

Early eye changes are usually significant of chronic 
nephritis rather than the toxemia of pregnancy. 
The differentiation is important for the prognosis 
and treatment. Retinitis is one of the more serious 
symptoms of albuminuria, and if this condition in- 
dicates a pre-existing disease of the kidney rather 
than an albuminuria due to pregnancy, the safest 
course is to end the pregnancy as soon as possible. 
Permanent damage to the kidney and lasting changes 
in the retina may thus be prevented. 

The blood pressure is some measure of the degree 
of the toxemia and an indication of. the likelihood of 
convulsions. If the blood pressure falls to a low 
level while the patient is under treatment. and the 
other symptoms clear up, an expectant attitude 
may be continued. If it remains high, eclampsia 
may be expected. An increase in the amount of 
albumin during treatment as determined by 
Esb ch’s tube shows that the condition is not under 
control. If the albumin disappears rapidly and 
completely the symptoms were due to the toxemia 
of pregnancy and the prognosis for the immediate 
and for future pregnancies is good. If the amount of 
albumin remains high and persists during the puer- 
perium, chronic nephritis is indicated, the kidney 
has been damaged, and the prognosis for future 
pregnancies is not good: 

In cases of eclampsia a few slight convulsions with 
coma are usually followed by recovery, but the 
prognosis becomes worse if the convulsions increase 
in number and severity or if coma develops. The 
earlier in pregnancy the convulsions occur the more 
severe is the disease. Antepartum convulsions are 
more dangerous than intrapartum or postpartum 
convulsions. The heart action should be watched 
during toxemia as it may have a deleterious action 
upon the heart muscle. Venesection and the ad- 
ministration of massive saline injections and 
veratrone should be based on the condition of the 
heart. In the cases of multipar. labor should usually 
be induced by means of a bag, but if it is already 
established, it should be interfered with only if it 
is delayed. Delayed labor, however, is not common 
in eclampsia. A primagravida at term who develops 
convulsions without dilatation of the cervix and 
does not pass urine will probably improve if the 
child is removed by abdominal caesarean section. 

Veratrone is of value to reduce the blood pressure 
and pulse rate. An initial dose of 1 ccm. should be 
given when the tension is 170 or more and there is a 
correspondingly rapid pulse. This dose often causes 
a rapid fall in the blood pressure with cessation of 
the convulsions. Estimations of blood pressure 
every hour will aid in determining the time for the 
next injection, which usually should be 0.5 ccm. or 
even 0.25 ccm., according to the level of the tension. 

The colon should be irrigated until the washings 
are clear. Free sweating may be induced by hot 
packs, electric lamps, or hot bottles. Saline injec- 
tions containing glucose and sodium bicarbonate up 


to a maximum of 2 pt. may be given within the first 
four hours. Rectal injections may be continued if 
there is free sweating and an increasing output of 
urine. After twelve hours or more of this treatment 
the patient is usually in much better condition and 
ready for the induction of labor or any obstetrical 
operation. There should never be any violent inter- 
ference such as accouchement forcé by the vaginal 
route. Forceps, version, bags, and the bringing down 
of a leg, or cesarean section may be employed. 
W. E. CostoLow. 


Bell, W. B.: The Treatment of Eclampsia by Trans- 
fusion of Blood. Brit. 1. J., 1920, i, 625. 


In the hope that his success may stimulate 
others to give the method a trial the author 
describes a case of eclampsia which he treated by 
transfusion of blood. 

After reviewing the facts demonstrated experi- 
mentally by Dold and Obata, Bell concluded that 
normal blood contains some substance which 
neutralizes the toxin of placenta and is present 
alike in the blood of males and females. On this 
assumption he gave the patient a transfusion of 
about 500 ccm. of blood by the citrate method. The 
donor was the patient’s husband. 

The patient was a primigravida, 24 years of age, 
in the ninth month of gestation. She had been de- 
livered with forceps at 11:30 p. m. after having had 
several convulsions. At 10:30 a. m., when the 
transfusion was given, she was almost completely 
comatose. There had been several convulsions after 
delivery and her condition was critical. 

The recovery in this case was remarkable. Be- 
fore evening the patient was quite rational and able 
to converse. The urine, which had contained 
acetone and albumin, soon became normal; the 
ammonia coefficient dropped from 22 to 4.8. 

In some cases it may be necessary to repe t the 
trensfusion. The author suggests bubbling oxygen 
through the citrated blood instead of shaking it. 
The use of a human antitoxic serum might simplify 
the treatment. J. W. Ross. 


Holland, E. L.: On the Rupture of the Cesarean 
Section Scar in a Subsequent Pregnancy or 
Labor. Med. Press, 1920, n. s. Cxix, 304. 


No accident is more disturbing to the peace of 
mind of the obstetrical surgeon than the rupture 
of the scar of a cesarean section. It therefore 
seems imperative to get at the true facts not only 
regarding the cause of such rupture, but also 
regarding its frequency. If the risk is proved to be 
negligible, obstetrical surgeons may continue to 
perform the operation according to its modern 
indications with a clear conscience, but if the risk 
is appreciable, safety must be sought either by 
restricting the indications for the operation or by 
devising a new and safer technique. 

Holland gives a few important points regarding 
the anatomy of the ruptured scar and the chief 
factors responsible for its causation. Perfect healing 
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of the uterine wound results in complete muscular 
regeneration; imperfect healing, in thin scars com- 
posed of fibrous tissue which sometimes are so 
thin that they consist of little else than peritoneum 
and endometrium or decidua with a small amount 
of intervening fibrous tissue. In the latter type of 
scar the outstanding feature is complete failure of 
muscular union. It is, of course, these thin scars 
which are apt to rupture in future pregnancies. 
Owing to the progressive distension of the preg- 
nant uterus the scar becomes thinner and thinner 
and may ultimately give way under the tension of 
normal pregnancy or the additional stress of labor. 

The author has been able to collect 92 cases from 
the literature and reports 5 of his own, making the 
total number of cases on record, 97. A study of 
these cases makes it evident that infection of the 
uterine wound was by far the most important fac- 
tor in imperfect healing. If the uterine wound sup- 
purated, necrosis often occurred and the sutures 
were cut out, the muscular edges of the incision 
being allowed to retract so that ultimately only 
a thin bridge of fibrous tissue covered by perito- 
neum and endometrium inside was leit. In the cases 
so far reported the recovery from cesarean section 
was febrile or infection of the uterine or abdominal 
wounds was noted. Infection was present in 51 of 
66 cases in which this point was mentioned. A very 
important accidental factor in rupture was the 
implantation of the placenta over the scar in subse- 
quent pregnancies. Among 50 published cases, in 
which the point was noted, this occurred in 33. 
In Hoiland’s opinion, the action of the placenta in 
favoring rupture lay in the occurrence of retropla- 
cental hemorrhage due to the separation of the 
placenta from the gradually stretching scar. In 
only 17 of the 97 cases were such accidental factors 
reported as over-distention of the uterus by hydram- 
nios or multiple pregnancy, straining of the scar by 
obstructed labor, or operative interference such as 
version. A most important fact was that in the 53 
reported cases in which the material used for sutur- 
ing the uterine wound was mentioned, catgut was 
used in 41 and silk in 12. 

As the result of the assistance of the obstetrical 
surgeons he had asked to co-operate with him in 
this investigation, Holland was put in possession of 
the subsequent reproductive history of 1,089 patients 
on whom cesarean section had been performed 
between the years 1912 and 1918 inclusive. The 
lists of these cases were sent to him complete in 
every essential detail. The total number of opera- 
tions performed was 1,588 and there were 7o per 
cent of successful follow-ups. 

Of these 1,089 patients, 610 had remained sterile 
and 479 had become pregnant subsequent to the 
operation. The results of the pregnancies were as 
follows: delivery by the natural passages, 79; 
repeated cesarean section, 326; abortion, 42; preg- 
nant now, or; and rupture of scar, 18. By adding 
the pregnancies and deducting the abortions and 
the number of cases of early pregnancy the true 
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frequency of rupture of the scar in this large series 
of patients was found to be 4.3 per cent. 

Perhaps the most important point of all to settle 
is whether rupture of the scar is more apt to occur 
after the use of catgut than after the use of silk in 
the suturing of the uterine incision. The lists of 
operations revealed the fact that catgut is used 
much more frequently than silk, catgut having been 
employed in 66 per cent, silk in 20 per cent, and silk- 
worm gut in 14 percent. In the 18 cases of rupture, 
catgut had been used for the original operation in 
15 and silk in 2. To obtain the most exact informa- 
tion on this subject, however, it is necessary to find 
out in what proportion the two materials were used 
in those cases in which the subsequent pregnancy 
had gone to, or nearly to, full term. It was discoy- 
ered that catgut had been employed in 279 such 
cases and silk in 91 and that 15 ruptures had 
curred in the former group (an incidence of 1 in 18) 
and 2 ruptures in the latter group (an incidence of 
t in 45). Therefore the liability to rupture after 
the use of catgut is two and a half times the liability 
after the use of silk. Catgut might or might not be 
a suitable material in cases of aseptic healing of the 
uterine wound, but asepsis of the wound cannot be 
guaranteed as in cesarean section the incision is 
made into a mucous cavity in close proximity to a 
contaminated area, i.e., the vulvovaginal tract. 
In Holland’s opinion, therefore, the use of catgut 
as a suture material in cesarean section incision is 
doomed. C. H. Davis. 


PUERPERIUM AND ITS COMPLICATIONS 


McNeile, O.: Comparison of the End-Results in 
Intermediate and Secondary Perineorrhaphies. 
California State J. M., 1920, xviii, 179. 

McNeile reports too cases in which an immediate 
or a secondary perineorrphaphy was done and con- 
cludes that the immediate operation is the procedure 
of choice. 

Natural and artificial causes of lacerations of the 
birth canal are considered. Among these the author 
mentions the admixture of races which so changes 
the shape of the child’s head that it will no longer 
pass through the pelvis without injury to the perin- 
eum. In support of this view he cites the fact that 
the pure-blooded Japanese women rarely sustain 
cervical or perineal tears. 

Artificial causes of lacerations include: too early 
bearing down; the use of forceps and operative 
procedures before obstetrical conditions warrant: 
the administration of pituitary extract without 
accurate knowledge of the conditions; the improper 
use of anesthetics; unskilled mechanical retardation 
of the advancing head; and in general, the tendenc) 
to hasten labor. 

The importance of a normal perineum cannot be 
overestimated. Semi-invalidism in liter life is often 
the result of unrepaired perineal injuries. 

Immediate repair gives at best a mediocre result 
on account of the oedema and distortion of the 
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tissues. The intermediate operation, which should 
be performed from the second to the eighth day 
postpartum, is to be preferred in all cases in which 
the muscles or fascia are involved. 

The only preliminary necessary for the intermed- 
jate repair is a low 1-qt enema given three hours 
before the operation. No laxative should have been 
given during the previous twenty-four hours. The 
local preparation consists of the application of 2 
per cent tincture of iodine to the perineum, vagina, 
and cervix after the patient has been anesthetized. 

A weighted, self-retaining speculum is inserted 
and the cervix grasped with two ring-type sponge 
holdersand brought down into the field for inspection. 
Recent lacerations are brought together with in- 
terrupted sutures of No. 2 chromic catgut. Old 
lacerations are brought together in the same manner 
but are first denuded and trimmed. The cervix is 
replaced, being pushed well upward and backward 
to counteract the tendency toward retroposition of 
the uterus, and a flat dressing is inserted into the 
vagina to prevent soiling of the perineum by the 
lochia. 

An Allis snap is placed on each side at the juncture 
of the skin and mucosa at the level desired, usu*lly 
just below the lower level of the labia minora. The 
tissue between these two snaps is drawn taut and a 
narrow strip of tissue including both skin and 
mucosa is cut off. In recent lacerations this step is 
not necessary as there is already an open tear. A 
closed Mayo scissors is introduced into this line 
of cleavage about 1% in. from the median line, 
pushed back, down and out for about 1'% in., and 
opened so that the blades are separated about 2 in. 
This step is repeated on the opposite side. The 
mucosa directly in the median line is dissected back- 
ward for about 14 in. In recent tears this dissection 
is not necessary. In cases presenting a large recto- 
cele, however, a more extensive denudation and 
resection may be required. Allis snaps are intro- 
duced into the two lateral openings and a thick 
bundle of the levator ani muscle is grasped, 
drawn into the field, and sutured in the median line 
with No. 2 chromic catgut. Usually two or three 
sutures are sufficient. This forms the basis of the 
new pelvic floor. The mid-point of the cut edge of 
the vaginal mucosa is grasped with an Allis snap 
and the vaginal mucosa and underlying tissue are 
approximated with three or four sutures of No. 1 
plain catgut. 

No. 2 chromic catgut on a medium-sized cutting 
needle is used for skin suturing. These needles are 
passed through the skin so that they catch the fascia 
underneath and are then brought out through the 
tissues of the opposite side in the reverse order. 

\fter the operation the stitches are washed once 
a day with a non-alcoholic solution of green soap, 
preferably after the morning bowel movement. 
After urination the stitches are dried with gauze 
sponges. No external douching is allowed. Heroin, 
gr. 24to1/12,is givenevery four hours for twenty- 
four hours, beginning when the patient returns from 


the operating room. During this period the baby is 
not permitted to take the breast. 

The following averages have been computed on a 
series of repairs half of which were of the secondary 
type of operation and half of the intermediate type: 


RESULTS IN 100 PERINEORRHAPHIES 


Intermediate Secondary 

Average age.... ...... 27 30 
Primipare ........ ee ; 31 12 
ee, nc, OEE Te 19 38 
Day after delivery .... wis 3 
Time of operation (min.)..... 18 24 
Cervix only.. .......... ba I ° 
Cervix and perineum... . 37 33 
Cervix, perineum and posterior 

colporrhaphy....... ii 12 3 
Perineum only......... TT ° 8 
Delivery 

Normal........ 42 43 

Forceps. . . 5 7 

G Version . 2 ° 

Breech ..... 2 ° 
Complications 

Episiotomy .. 2 

Pneumonia. . I ° 

Nephritis .... 2 ° 

Mastitis . . ° I 

Bartholinitis ° I 

Cystitis. . ° 6 
Results 

Excellent .... ; 32 23 

eS 14 19 

ree 2 8 
Uterus 

Normal position 38 42 

Retroverted. . . 10 4 

Not examined... 2 4 
Anesthetic 

J eo ee 2 ° 

Ether . aes . 30 27 

Gas-ether 18 3 

Ether-scopolamine ° 20 


EvuGENE Cary. 


NEW-BORN 


Boorstein, S. W.: The Treatment of Birth Frac- 
tures at the Fordham Hospital. 1m. J. Dis. 
Child., 1920, xix, 375. 


The author reviews the literature on the subject 
of the treatment of fractures in children and reports 
6 cases from the Fordham Hospital. The method 
used in the treatment of the 6 cases was that which 
was introduced during the war for fractures of the 
femur and hand in the adult. The conclusions drawn 
are: 

1. The Thomas-Jones splint can be used with 
safety in cases of birth fractures affecting the 
femur or the humerus. 

2. It allows easier transportation, permits cleans- 
ing, and obviates the necessity for constant watch- 
ing. 
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3. It permits early massage. 
4. The deformity is easily controlled. 
5. Union probably occurs earlier on account of 
the infant’s ability to use the limb. 
C. D. Haucn. 


Schwarz, H.: Infant and Child Mortality, Includ- 
ing Miscarriages and Stillbirths. Am. J. Dis. 
Child., 1920, xix, 249. 

The author’s statistics cover ten years and were 
compiled from the social histories of families the 
average social status of which was that of a New 
York family with an income in prewar times be- 
tween ten and eighteen dollars a week. In 6.968 of 
such families there were 27,711 pregnancies inclu- 
sive of stillbirths and miscarriages. Of these 27,711 
pregnancies, 2,239 resulted in miscarriages and 
413 in stillbirths. The remaining 25,059 represent 
the total number of children born alive. The per- 
centage of children born alive in each family was 
therefore 3.6. The number of children born alive 
who died before one year was 3,232. From the first 
to the eighth year 1,081 additional deaths occurred, 
bringing the total number of deaths of children born 
alive to 4,313. Considering all deaths up to eight 
years, including miscarriages and stillbirths, it is 
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found that in 27,711 pregnancies death occurred 
in 6,965 (25 per cent). 

Computed in terms of one thousand, the figures 
show that there were 80.7 miscarriages and 904.2 
living births per thousand pregnancies. The infant 
death rate up to one year was 128 per thousand 
living births. In contrast to these figures is the death 
rate of only 70 per thousand among children in the 
same group of families who were under the author’s 
care. This saving of 58 infants per thousand living 
births demonstrates conclusively what can be accom- 
plished by care, supervision, and education. 

A direct relation is shown between the percentage 
of miscarriages and the number of pregnancies per 
family. With 2 pregnancies per family the rate was 
36.8 per thousand, while with 3 pregnancies it was 
45.8 per thousand, and so on until in 85 families with 
Io pregnancies the rate was 141.2 per thousand or 
more than 1o per cent of all pregnancies ending in 
miscarriages. In 16 families with 14 pregnancies, 


i.e., 224 pregnancies, there were 40 miscarriages 
(17 percent). The stillbirth rate per thousand total 
pregnancies was 14.9. 

The article is illustrated with a series of statistical 
tables showing the infant mortality up to the 
eighth year in relation to nationality and literacy. 

H. K. Gipson. 
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ADRENAL, KIDNEY, AND URETER 
Judd, E. S.: Surgery of the Kidney. 


Med., 1920, iii, 221. 


Minnesota 


Congenital anomalies affecting the kidneys are 
often very important from a surgical standpoint. 
The fused condition of horseshoe kidneys adds 
greatly to the difficulty of the removal of diseased 
portions. The congenital absence or the imperfect 
development of one kidney should always be deter- 
mined before operation. In some cases it may be 
necessary to explore both sides before deciding on a 
nephrectomy. The organ may be displaced, either 
as an ectopic kidney in which the blood supply 
arises from the iliac vessels, or as a floating or 
movable kidney with normal renal vessels. A pelvic 
kidney may be normal, but is subject to the patho- 
logic conditions that arise in a normally situated 
kidney. 

Asa pelvic kidney may simulate a number of lower 
abdominal conditions, a pyelogram should be made 
in all uncertain cases. In a series of 19 cases of pelvic 
kidney the kidneys in 10 were apparently function- 
ing normally; in the other 9 they were diseased. 
The floating kidney is not in itself a definite surgical 
entity. It is only part of a general visceroptotic 
condition which will not be benefited by surgical 
intervention. 

Contusion or rupture of the kidney may occur 
without any external evidence of trauma over the 
kidney area. The first symptom in most cases is 
hematuria. If this is severe and continuous, explora- 
tion is advisable. The rupture or tear may have 
involved the pelvis or ureter and early intervention 
may save the kidney from almost certain infection 
and destruction. Nephrectomy is often necessary 
in cases of severe injury. 

Complete occlusions of the ureter cause atrophy 
of the kidney. Hydronephrosis did not develop in 
any case in which it was necessary to ligate the 
ureter. Neither was nephrectomy necessary. Hy- 
dronephrosis is caused by partial occlusion of the 
ureter due to stricture or the pressure of an anoma- 
lous vessel. If a large hydronephrosis is associated 
with a normal kidney on the opposite side, nephrec- 
tomy is advisable. 

Surgical intervention is generally indicated in 
cases of pyogenic infection. Usually this condition 
is secondary to an infection of other organs. The 
organisms travel through the blood stream. Mul- 
tiple abscesses in the cortex necessitate a nephrec- 
tomy. 

Pyelonephritis and pyonephrosis are bilateral in 
most cases and are often complicated by prostatic 
enlargement and bladder stones. In cases of uni- 


lateral pyonephrosis nephrectomy is indicated. 


Stone formations in the kidney are often found in 
combination with bilateral pyonephrosis. In these 
cases it is advisable to remove the stones from one 
kidney at a time, the second operation to be per- 
formed as soon as there has been complete con- 
valescence following the first operation. 

Calcareous deposits in the kidney may be mul- 
tiple even though there is only a single radiographic 
shadow. The author makes an incision in the pelvis 
of the kidney sufficiently large to admit the examin- 
ing finger during a pelviolithotomy. The suturing 
of this opening with fine catgut results in an earlier 
and more complete convalescence. 

Tuberculosis of the kidney should be recognized 
is the early stages. When only one kidney is in- 
volved nephrectomy offers a favorable opportunity 
to remove the infection. The perirenal fat should 
be extensively removed and the cut end of the 
ureter isolated in such a manner that it will not 
infect the wound. 

Benign tumors of the kidney are rare. Since 
hypernephroma develops slowly, good results may 
be obtained if a nephrectomy is done before the 
growth has broken through the capsule and extended 
to the surrounding tissue. In patients with large 
fixed tumors radium should be used. 

Of 239 patients on whom nephrectomy was done 
in 1918, 7 (2.9 per cent) died. Three had tubercu- 
losis of the kidney, 1 died of tuberculous broncho- 
pneumonia, 1 of miliary tuberculosis, and 1 of 
chronic nephritis and bilateral pleuritis. Two of the 
patients had pyonephrosis; 1 died of hemorrhage 
and 1 of thrombophlebitis. One patient with hyper- 
nephroma died of infection, and 1 with carcinoma of 
the kidney died of acute nephritis and metastasis 
in the lungs. A. J. ScHOLL, Jr. 


Barney, J. D., and Welles, E. S.: The Bacteriology 
of the Urine in Renal Tuberculosis. J. Am. M. 
Ass., 1920, Ixxiv, 1499. 


The authors review the bacteriology of the urine 
in renal tuberculosis and discuss the secondary 
infections in this disease. They have studied 63 
cases in which the tubercle bacillus was found. 
They have a record of 30 cultures from the bladder 
with 15 positive results showing secondary infection. 
They have made 31 cultures from the right kidney 
with 7 positive results, and 28 cultures from the left 
kidney with 6 positive results. Smears of the urine 
from the bladder showed secondary infection in 21 
cases. Smears from the urine from the kidney were 
made in practically all cases and were positive for 
secondary micro-organisms in only 5 instances. 

Combining these results it is found that in 63 cases 
secondary infection was discovered 11 times on the 
non-tuberculous side and 7 times on the tuber- 
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culous side, making a total of 28 per cent of second- 
ary infections found in association with tuber- 
culous kidneys. 

‘The results show conclusively that while a nega- 
tive smear or culture from the bladder in a case of 
cystitis and pyuria points strongly to tuberculosis, 
a positive smear or culture from the bladder, or 
even from the kidney urine, does not exclude this 
disease.” A. C. STOKEs. 


Seres, M.: Pyelotomy in Nephrolithiasis (La piclo- 
tomfa en los calculos del riién). Prog. de la clin. 
Madrid, 1920, viii, 67. 

On the basis of the literature amplified by statis- 
tics and cases observed by the author in his exper- 
ience as Professor of Urology in the Faculty of Medi- 
cine in Seville, pyelotomy is regarded by Seres as the 
operation of choice in the treatment of renal cal- 
culi. It was formerly thought that this operation 
is more apt to be followed by fistula than incision 
of the kidney substance, but the contention has 
not been substantiated by the facts. 

Among the advantages of pyelotomy over nephrot- 
omy is the relative absence of hemorrhage. In 
nephrotomy, even though the amount of blood lost 
at operation may not be great, the bleeding obscures 
the operative field so that the technique is rendered 
more difficult. In reaching the pelvis by way of 
the renal substance kidney tissue is disorganized; 
a zone of infarction and cicatrization and a conse- 
quent loss of renal parenchyma result, usually under 
conditions which demand that renal tissue be pre- 
served. In order to lessen the zone of infarction 
some surgeons have advocated the use of silver wire 
as suture material. Others, however, claim there is 
no advantage in such a procedure. Usually also in 
nephrotomy the renal calyces are damaged in the 
search for stones, an injury which does not occur in 
pyelotomy. 

Pyelotomy is the more simple procedure, it may 
be executed more rapidly, and it makes it possible 
to locate the stone more accurately. Statistics of 
operative results indicate in addition that the mor- 
tality of pyelotomy is lower. 

The operative technique is divided into 7 stages: 

1. Isolation and delivery of the kidney. The 
curved lumbar incision is used, the kidney freed 
from perinephric fat, the peritoneum carefully sep- 
arated, and the kidney delivered with the fingers. 

2. Isolation and exploration of the renal pelvis. 
By forward rotation the posterior surface of the renal 
pelvis may be brought into view and adhesions 
freed by means of gauze until the upper portion of 
the ureter is isolated. Complete denudation of the 
pelvis from the surrounding tissue is not advocated 
as a portion of the perinephric tissue is of value in 
making 2 complete closure of the pelvic incision. 
The calculus is located by digital palpation of the 
pelvis and its size and consistency are also deter- 
mined in this way. 

3. Incision of the pelvis longitudinally on the 
posterior surface above the calculus. The length 
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of the incision depends.upon the size of the calcu- 
lus. The pelvis is thus opened and the mobility of 
the calculus determined. 

4. Extraction of the calculus. This is usually 
effected by finger enucleation although forceps and 
sounds may be employed. Care should be taken to 
prevent fragmentation of the calculus and tearing 
of the incision during the extraction. A special pair 
of forceps of the author’s own invention lessens these 
dangers. 

5. Exploration of the permeability of the ure 
ters by means of a ureteral sound or ordinary bougie 
In this exploration a hitherto unsuspected obstruc- 
tion may be discovered. Asa rule, however, obstruc- 
tion may be determined beforehand by means of 
the X-ray. 

6. Suture of the pelvis. Fine catgut is used, peri- 
nephric fat being included in the suture line to aid 
in obtaining more complete apposition and closure. 
Often this closure is re-enforced by a second line 
of sutures which include the regional perinephri: 
tissues. 

7. Drainage and closure. A rather long roll of 
gauze is applied to the posterior surface of the kid- 
ney and allowed to project outside of the wound. 
The kidney is replaced and the wound closed except 
for points of drainage. 

As the fatty fibrous capsule of the posterior sur- 
face of the kidney is of special use in the suturing 
of the pelvic incision, its complete removal as prac- 
ticed by some surgeons is not favored. Some sur- 
geons do not suture at all, but Seres obtains com 
plete closure with the establishment of the urctera] 
canal at once and thus often is able to abolish a 
source of infection. Payr’s method of covering over 
the pyelotomy incision with a flap of renal capsule 
is regarded as unnecessary. 

A good radiographic examination before opera 
tion is indispensable and the plates should be acces- 
sible during operation. The location, form, and 
number of the calculi are thus shown and extensiv 
exploration at operation is rendered unnecessar 
The shadow of the calculus may be: 

1. Completely outside the renal shadow and in 
front of the hilus, which is the most convenient 
area for pyelotomy. 

2. Partly outside the renal shadow and _ part) 
merged with it. In this case the renal pelvis is part!) 
inside of the renal sinus but is still in a favorabl 
position for pyelotomy. 

3. Completely within the renal shadow. In thi 
case the pelvis may be entirely inside the renal sin 

W. R. MEEKE! 


Legueu, F.: New Ideas with Regard to Nephrec- 
tomy (Les orientations nouvelles du problén: 
la néphrectomie). J. d’urol. méd. et chir., 1920.1 


Legueu states that ureteral catheterization, whic! 
was a distinct advance in urology, has become o/ 
importance to renal surgery since the inauguration 
of other methods for testing the function of 
kidney. 

































Chemical examination of the urine drawn from 
the two kidneys demonstrates which is the diseased 
side, but is of less value in determining the functional 
efficiency of the normal kidney. Since the correction 
and control of the results of catheterization by 
Ambard’s constant Legueu has been surprised by 
the contradictory findings. Catheterizations which 
indicated good functional capacity have been dis- 
proved at operation and vice versa. 

In one case catheterization showed a concentra- 
tion of 25 gm. of urea to the liter associated with a 
polyuria of 175 gm. In view of the favorable find- 
ings the patient was operated on by another surgeon 
but died from renal insufficiency. This result, how- 
ever, was expected by Legueu as the nitrogen con- 
tent and Ambard’s constant, tested before opera- 
tion, showed irrefutably that the results of ureteral 
catheterization were of only relative value. 

To determine the function of the kidney by an 
analysis of the urine a comparison of the results 
with Ambard’s constant is necessary. 

Legueu describes types of cases in which nephrec- 
tomy is indicated on the basis of Ambard’s constant 
alone. For a number of years he has performed 
nephrectomy on the basis of the constant alone 
much more frequently than before, not only when 
catheterization was impossible but in many in- 
stances when, though possible, it appeared to be 
unnecessary. 

Of 1,008 nephrectomies done up to the end of 
December 10109, the results of 13 are not yet known. 
Five hundred and fifty-eight done prior to Decem- 
ber, 1915, are mentioned but not discussed. Of the 
remaining 437, 250 were based on the indications 
given by catheterization and 187 on those given 
by the constant alone. In the former the mortality 
Was 3.2 per cent and in the latter, 4.2 per cent. 

When the constant is a figure less than 0.100 the 
disease is unilateral and nephrectomy can be done 
safely when it is known which side is diseased. 

When the figure of the constant is above 0.120 
the outlook is more serious. The higher the con- 
stant, the greater the danger, especially when it is 
above 0.140. 

In cases of serious bilateral infection cathet- 
erization may be of value in determining which 
kidney is least involved. When a constant of 140, 
for instance, is associated with a decided inequality 
in the concentration of the urine from the two 
kidneys the latter is the factor indicating nephrec- 
tomy, W. A. BRENNAN. 


’ 


Chute, A. L.: Secondary Nephrectomy. NV. York 


M.J., 1920, cxi, 931. 


The author defines secondary nephrectomy as the 
removal of a kidney at a varying period of time 
iollowing a previous kidney operation which did 
not completely relieve the patient of his trouble. 
He divides cases of this kind into two classes, the 
first class being an elective class in which a primary 
palliative operation on the kidney was done as it 
was considered less dangerous than nephrectomy, 
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and the second class being made up of cases in 
which it was not the operator’s intention to do a 
secondary nephrectomy, but he was obliged to do so 
either by chance or by an error in diagnosis or 
judgment. 

The author analyzes 20 personal cases. Of 
these, 9 belonged to the first class. Seven of the 9 
were cases of pyonephrosis in adults in which a two- 
stage removal of the kidney seemed as necessary 
as a two-stage operation in some prostatic cases. 
The two others were cases of hydronephrosis in 
children not operated on primarily by the author. 

Eleven of the cases fell in the second class. 
Four were cases of nephrolithiasis with persistent 
urinary sinus; 1, a case of infarct; 1, a case in which 
a plastic operation for hydronephrosis was followed 
by poor drainage and infection; and 1, a case of 
hypernephroma in which a previous attempt at 
removal had been checked by severe hemorrhage. 

In the 20 cases there were 2 deaths. One fatal 
case was a case of hydronephrosis in the first class 
complicated by general tuberculosis, and the other, 
the case of hypernephroma in the second class. 

The author discusses the operative complications 
in secondary nephrectomy, the value of an elliptical 
incision around the old scar, his method of prevent- 
ing leakage from urinary sinuses during the opera- 
tion, and the difficulty of separating adhesions, 
especially about the pedicle. H. L. Sanrorp. 


Kolischer, G., and Eisenstaedt, J. S.: Notes on 
Ureteral Stone. J. Michigan State M. Soc., 1920, 
xix, 180. 


The original diagnosis of ureteral stone was 
symptomatic. Ureteral catheterization with the 
shadowgraph catheter and the X-ray have placed 
the diagnosis definitely on a firm basis. 

If, when the ureteral orifice is so swollen that a 
catheter will not pass, pictures made with the blad- 
der distended with oxygen show a shadow within the 
oxygen field, it is quite probable that the shadow 
is due to a stone within the bladder wall. If the 
orifice protrudes into the bladder transillumination 
with the cystoscope lamp in the fundus may show 
the shadow of a stone just above the orifice. If the 
ureteral mucosa is prolapsed into the bladder it is 
differentiated from a ureteral cyst by its increase 
in size when the urine is expelled and the emanation 
of the urinary whirl from its center. 

Impacted ureteral stones in the upper third are 
best removed by way of the kidney pelvis. Ureterot- 
omy is justly condemned. Impacted stones in the 
intravesical part of the ureter may be removed with 
the operating cystoscope. If that is impossible be- 
cause of haemorrhage or marked inflammation, 
suprapubic opening with direct exposure of the 
trigone is the method of choice. In the latter case 
the orifice is incised and the stone extracted with a 
pair of fine forceps. The incised orifice is not sewed 
up but oozing can be controlled with the galvano 
cautery. The suprapubic wound is closed without 
drainage. C. D. PIcKRELL. 
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Kreissl, F., and Gehl, W. H.: Concerning Cystic 
Dilatation of the Vesical End of the Ureter, 
with Report of a Case. I/linois M.J., 1920, xxxvii, 
315. 

As the number of cases of cystic dilatation of the 
vesical end of the ureter which have been reported 
is small, the etiology of the condition is obscure. 
Stenosis of the ureteral orifice, either congenital or 
acquired, is considered by the authors as the most 
common cause. Rummell, Burkhardt, and Bustrom 
favor the theory of congenital origin because the 
ureter for a short distance is covered only by mucosa, 
or there may be a congenita] weakness of the bladder 
muscle, and the orifice is devoid of the contractile 
muscle fibers of the bladder. 

Clinically the results are the same. Difficult and 
frequent urination, terminal tenesmus, and back 
pressure with dilatation of the ureter and pelvis 
follow when the cyst has become large enough to 
cause disturbance. 

In prolapse of the ureteral mucosa the blood ves- 
sels run to the base of the protrusion, while in a 
cyst they arise from the bladder mucosa. In pro- 
lapse there is a pedunculated base and a broader 
top which contain the ureteral orifice, while a 
ureterocele has a broad base with the ureteral 
orifice excentrically located. A prolapse may be 
replaced with a ureteral catheter. Following the 
emission of urine the ureterocele usually becomes 
collapsed but remains unchanged if the orifice is com- 
pletely obstructed by oedema, pus, or a stone. 

In a very small or early ureterocele cutting and 
cauterizing it through a cystoscope may be tried, 
but in cases of well-formed cysts of long duration 
operation is the method of choice. In the case cited 
the bladder was opened suprapubically, the orifice 
located, and a ureteral catheter introduced. The 
anterior and posterior walls were slit and the halves 
dissected free from the base. The ureteral mucosa 
was sutured to the bladder mucosa with fine catgut 
sutures. As infection of the pelvis was present 
the ureteral catheter leading out through the 
urethra was allowed to remain. Kidney function 
was improved. Because of the prolonged stenosis 
at the orifice, the ureter and pelvis were apparently 
dilated permanently. C. D. PIcKRELL. 


BLADDER, URETHRA, AND PENIS 


Santi, E.: The Treatment of Acquired Incontinence 
of Urine in Women (Contributo alla cura dell in- 
continenza asquisita dell’ urina nella donna). Chir. 
d. organi di movimento, 1919, ili, 247. 

Santi reviews the various operative procedures 
used for the treatment of urinary incontinence in 
women and describes a method of his own. 

Any operative method should be based on the 
following principles: 

1. The urinary canal should be narrowed. 

2. All tissue available should be utilized for the 
formation of valves which are important in effecting 
or increasing urinary continence. 
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3. The urinary canal should be lengthened as 
much as possible. 

4. The urethra should be made to curve more than 
the normal urethra, and as far as possible the cur 
vature should be made a double curvature. 

Santi forms a new canal from the tissues of the 
anterior wall of the vulva and joins it to the primary 
urethra. He makes a semicircular incision on the 
lower half of the urethral opening so as to dissect 
from 1% to 1 cm. of the urethral tube from the vaginal 
wall. From each end of this incision he makes two 
other incisions transverse and equal in length to 
the curved incision. From the middle of each 
transverse incision he makes two perpendicular 
incisions which are parallel to the root of the clitoris 
and then diverge. These he prolongs to about half 
or the whole length of the clitoris. Beginning at the 
two vertical lines, two strips are freed from the 
center toward the exterior, their depth being made 
greater toward the exterior. 

The external edges are approximated and sutured 
so as to form a tube for the prolongation of the 
urethra. Over this tube the two remaining edges of 
the perpendicular incisions are sutured together. 
The former opening is narrowed at the point of 
juncture, and a projection is formed by which 
urinary retention is facilitated. The clitoris also 
acts as a valve as it projects against the new canal. 
According to the extent of the vertical incisions 
the urinary canal will be lengthened by 3 or 4 cm. 
The curvature of the urethra is entirely changed 
and when the patient is in the horizontal position 
the urinary jet is almost vertical. 

Santi describes three clinical cases in which he 
performed this operation with satisfactory results. 
The method is simple, may be utilized in all cases, 
and does not necessitate any important interference 
with the urinary system. W. A. BRENNAN. 


Frassi, L.: Gunshot Wounds of the Bladder (Osser- 
vazioni sulle ferite d’arma da fuoco della vesica). 
Policlin., Roma, 1920, xxvii, 70, 84. 


In his own experience in an Italian Military 
Hospital and an exhaustive study of the literature. 
Frassi found that gunshot wounds of the bladder 
are relatively rare. 

Clinically, bladder lesions are distinguished as 
intra- and extraperitoneal lesions. Isolated bladder 
lesions are very rare and in such cases the projectile 
may or may not be retained. When bladder in 
juries are associated with lesions of the neighboring 
organs they are usually intra- rather than extra 
peritoneal. 

The bladder is generally injured by the penetra- 
tion of a projectile through the perineal, ischiatic, 
or sacral route, more rarely by the anterior route. 
The gravity of a bladder wound depends upon the 
traumatizing agent and the rapidity with which 
infection develops. Osseous complications are the 
most frequent. Among others are lesions of th 
intestinal loops, the extraperitoneal portion of the 
rectum, the urethra, limbs, vessels, and nerves. 
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Except in cases of small bladder wounds without 
symptoms of complications and those in which the 
circumstances of time and place hinder operation, 
the treatment of extraperitoneal bladder injuries is 
usually surgical. 

In cases of intraperitoneal wounds of the bladder 
a laparotomy should always be done to discover the 
associated injuries, to repair perforations in the 
intestine, etc., prevent hemorrhage, check the flow 
of urine into the peritoneal cavity, and effect 
drainage. 

When during expectant treatment with the use 
of a retention catheter and opening up of the track 
of the wound there is dangerous suppuration opera- 
tion should be done immediately. 

Suprapubic cystotomy is the operation of choice 
in extraperitoneal lesions whenever the presence of 
grave lesions in the inferior quadrants is suspected, 
the projectile is retained, rectal symptoms develop, 
or there is persistent hemorrhage. The operation 
is indicated secondarily when the catheter has been 
found insufficient. In addition to its diagnostic 
and curative value this operation is of advantage 
in that it usually prevents complications. 

When there are simultaneous extraperitoneal 
lesions of the rectum and bladder a suprapubic 
cystotomy supplemented by other suitable opera- 
tions (incision of the sphincter, the formation of 
an iliac anus, etc.) prevents retention of feces and 
pollution of the wound track and bladder. 

Because of the danger of infection fractures of 
the pelvic bones, which are common complications 
of bladder wounds, may be followed by a severe 
osteomyelitis. Such foci of suppuration, when not 
opportunely treated, lead to the formation of fistule 
opening externally or toward the bladder. When 
they open toward the bladder a severe and rebellious 
cystitis and the formation of calculi usually result. 
The latter may be expelled spontaneously or may re- 
quire operative removal. 

Phlegmons due to bladder lesions, commonly 
localized in the prevesical and retrovesical space, 
often invade the perivesical space and infiltrate the 
subperitoneal space. To prevent such suppurations 
and keep the pus from reaching the peritoneal cavity 
ample drainage should be established as early as 
possible by the perineal route and lateral incisions 
shoild be made in the lower quadrants of the ab- 
domen parallel to the recti muscles. 

Bladder wounds running a complicated course 
and in which the projectile is retained or calculi 
are formed should be subjected to periodical radio- 
graphic and cystoscopic examinations in order that 
the passage of other metallic or bony particles into 
the bladder may be prevented and the formation of 
fistula opening into the bladder discovered. 

Wounds with retention of projectiles in the 
perivesical space should be kept under observation 
ior a long period and if pain or other vesical symp- 
toms arise the possibility of the entrance of the 
projectile into the bladder should be taken into 
consideration. W. A. BRENNAN. 
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Marion, G.: The Significance of the Chronic 
Vesiculitis of Prostatic Conditions (De la 
signification des vésiculites chroniques chez les 
prostatiques). J. d’urol. méd. et chir., 1920, ix, 11. 

Marion gives the clinical histories of three 
patients with symptoms of dysuria of prostatic 
origin and vesiculitis. The prostatic lesion in 
every instance was a neoplasm. 

It was formerly believed that a prostatic neo- 
plasm is a bilateral prolongation characterized by 
neoplastic induration of the vesicular regions, the 
latter being an extension of the neoplastic process 
in the prostate. If this assumption is true operation 
is contra-indicated, but if the vesicular condition is 
simply a retrograde dilatation of the seminal vesicles 
the neoplastic prostate may be removed. 

The presence of vesicles which are augmented in 
volume is of very great diagnostic significance. If 
these are found in a patient showing distinct symp- 
toms of prostatism, it suggests prostatic cancer. 
A similar vesiculitis occurs in chronic prostatitis. 
but in such cases the syndrome of prostatism is 
absent. 

In the three cases of chronic vesiculitis reported 
in this article the vesicular lesions could not be 
attributed to the prostatic condition as the neoplasm 
was still limited to the prostate. Marion therefore 
concludes that a unilateral or bilateral vesicular 
induration indicates the presence of a neoplasm in 
the prostate, but is not a prolongation of the neo- 
plasm and, at least in certain cases, does not con- 
tra-indicate operation. The removal should be 
similar to that of a hypertrophied prostate by the 
suprapubic route. 

As a rule prostatic cancers recur in from six 
months to two years. In the author's cases the 
operation has been supplemented by the applica- 
tion of radium but was done too recently to warrant 
conclusions as to the end-results. 

The removal of the seminal vesicles does not 
affect the prognosis of the prostatectomy. 

W. A. BRENNAN. 


Player, L. P., and Mathé, C. E.: Clinical Observa- 
tion and Treatment of 134 Cases of Chronic 
Prostatitis. California State J. M., 1910, xviii, 152. 


The conclusions based on the study of 134 cases 
of chronic prostatitis are as follows: 

1. In the treatment of chronic prostatitis a care- 
ful history must be taken, a thorough examina- 
tion made, and the patient placed under one of a 
number of routine methods of treatment intended 
to meet the pathologic condition present and others 
that may arise. 

2. When the patient has had gonorrhoea, two or 
more massages are necessary before a negative 
report can be given. In many cases in which a 
normal secretion is obtained on the first massage 
a pathologic condition is indicated by that of the 
second or third massage. 
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3. When, in the cases studied, the prostatitis was 
associated with tabes, the routine treatment, con- 
sisting of massage, instrumentation, and _ instilla- 
tions, gave little, if any, benefit, and in some 
instances was positively harmful. 

4. The form of treatment should be based upon 
the amount of the involvement of the prostate. 

5. Prostatitis complicated by seminal vesiculitis 
and arthritis is benefited most by massage, sys- 
tematic stripping of the vesicles, dilatation of the 
posterior urethra, deep instillations, splinting of the 
affected joints, and the use of stock vaccines. 
Extreme cases are treated best by dilatation of the 
stenosed ejaculatory ducts, vasotomy, or the radi- 
cal seminal vesiculotomy. 

6. In the series of 134 cases 12 showed no improve- 
ment; 26 slight improvement: 47, great improvement; 
and 48, marked improvement with probable cure. 

7. On the whole, all cases are very resistant to 
treatment, but the longer intelligent treatment is 
continued, the better the results. 

8. The most resistant cases will be benefited if 
a sufficient number of proper treatments are given 
and all complications are looked for and overcome. 
Lesions of the posterior urethra are not seen as 
well with the ordinary endoscope as with the cysto- 
urethroscope of Buerger and McCarthy. 

9. In the average case treatments given at five- 
day intervals. Lou:s Gross. 


Hayes, D. J.: Some Points on Prostatectomy with 
Special Reference to Its After-Treatment. 
Illinois M. J., 1920, Xxxvii, 325. 

The author places great emphasis upon the impor- 
tance of early removal of the prostate before back 
pressure has irreparably damaged the kidneys and 
bladder. He divides cases into four classes as 
regards the pre-operative treatment. When there 
is a large amount of residual urine it should be with- 
drawn gradually over a period of several days so 
that later back-pressure reaction will be prevented. 
In the second class of cases, in which there is severe 
cystitisand a large amount of pus, a retained catheter 
with frequent irrigations should be used. In the third 
class marked distortion of the prostatic urethra 
renders catheterization difficult and painful and 
therefore suprapubic drainage is advised. The 
fourth class of cases are those of patients who 
cannot stand an operation. Suprapubic drainage 
should be established with a catheter introduced 
through a trocar. When there are cardiovascular 
changes, a high blood pressure, etc., an internist 
should be consulted. 

The author advocates the suprapubic operation 
under local anesthesia. When the bladder is reach 
ed, gas and oxygen should be used. Profuse hamor- 
rhage is controlled with a continuous lock suture 
along the margin of the lacerated mucous membrane, 
and continued hemorrhage stopped by packing the 
prostatic cavity. The author has obtained the best 
results without the postoperative drainage tube and 
the retained catheter. C. D. PIcKRELL. 
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Walker, J. W. T.: Hemorrhage and Postoperative 
Obstruction in Suprapubic Prostatectomy: 
Open Operation for Their Prevention. £,i!. /. 
Surg., 1920, vii, 525. 


Hemorrhage may be troublesome during supra- 
pubic prostatectomy and may complicate the after- 
treatment. When there is bleeding during enuclea- 
tion, however, there is usually no trouble later. 
Before operation it is impossible to foretell which 
cases will be troublesome, but a high blood pressure 
suggests the risk of hemorrhage. A large, sacullent 
prostate is more apt to bleed than a small prostate. 
After long-continued vesical manipulation with 
resulting infection the prostate generally bleeds 
only slightly during or after the operation. Late 
hemorrhage, which is due as a rule to sepsis, may be 
brought on by exertion, rough catheterization, or 
the use of large enemata. 

Massage of the prostatic cavity followed by 
irrigation with a hot, weak solution of silver nitrate 
will prevent haemorrhage or at least aid in arresting 
it. The author installs constant irrigation with a 
mildly astringent solution for all late hemorrhages. 
If this fails, gauze is packed around a urethral 
catheter until the prostatic cavity is tightly filled, 
the foot of the bed is raised, and a hypodermic oi 
morphia is given. Two or three days later the pack- 
ing is withdrawn after being loosened by irrigation 
through the partially removed catheter. 

Patients with atony of the bladder are unsuitable 
for operation whether their condition is due to dis- 
eases of the central nervous system or not. The 
residual urine in a tabetic bladder may simulate that 
caused by an enlarged prostate. The patient’s 
youth, the lack of demonstrable hypertrophy, and 
the typical trabeculated bladder should suggest the 
need of a neurological examination. Prostatic hyper- 
trophy and a tabetic bladder may be present in the 
same person. The cystitis in a tabetic bladder is 
often painful, while the bladder subject to prostatic 
obstruction generally gives no discomfort. The 
trabeculation resulting from diseases of the spinal 
cord is much finer than the thick fleshy type result- 
ing from prostatic obstruction. An operation should 
not be performed if there is no other evidence of 
disease than an atonic bladder which resembles that 
caused by diseases of the nervous system. 

Stricture following prostatectomy may develop 
at the membranous urethra and at the outlet of the 
bladder where the mucosa has been torn across after 
enucleation. The bladder wall may form a canopy 
over the prostatic cavity. The opening, which at 
times is quite small, may completely close over, 
senarating the bladder from the urethral opening 
This condition is indicated by the increased drain 
age from the suprapubic sinus and the difficulty en 
countered in urethral catheterization. A strip o! 
mucous membrane or a nodule of prostatic tissue 
may cause intermittent obstruction by plugging 
the urethral outlet. 

The author describes the operation in detail. The 
bladder and prostatic cavity are fully exposed 
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through a wide incision. The patient is placed in 
the Trendelenburg position after the enucleation, 
and stay sutures are put in each Jip of the bladder 
wound. Bladder retractors are inserted and the 
field of operation is inspected. Arterial bleeding, 
which often comes from an artery situated in the 
posterior free edge of the bladder mucosa, may be 
controlled by a stitch ligature. Venous bleeding is 
checked by gauze packing. In one case the author 
pushed the wall of the bladder away from the 
symphysis pubis and ligated the main branch of the 
prostatic plexus to contro] extensive venous oozing. 

Strips of mucous membrane and nodules of 
prostatic tissue are removed and the posterior fold 
is incised in order to prevent narrowing of the vesico- 
prostatic opening. 

Free drainage is employed and the bladder closed 
by interrupted catgut sutures. A. J. ScHott, Jr. 


Dillon, J. R., and Blaisdell, F. E.: The Surgical 
Pathology of the Seminal Vesicles. California 
State J. M., 1920, xviii, 149. 

In the prophylaxis and treatment of the seminal 
vesicles it is highly important to have in mind the 
structural changes which may involve them during 
the various stages of an urethritis. 

In studying the pathology of sections obtained 
from different cases at operation and comparing 
them with the clinical manifestations before and 
after operation the authors found that simple drain- 
age is not always sufficient to accomplish the pur- 
pose of the operation and may account for many of 
the unsatisfactory results of vesiculotomy. 


There are two distinct pathologic changes: first, 
those involving the intrinsic structures, and sec- 
ond, those involving the extrinsic processes. The 
authors classify the conditions into the following 
four types: (1) those in which neither the intrinsic 
nor the extrinsic changes are macroscopically 
evident; (2) those in which only the extrinsic 
changes are macroscopically evident; (3) those 
in which only the intrinsic changes are macro- 
scopically evident; and (4) those in which both 
the intrinsic and extrinsic changes are macroscopi- 
cally evident. 

In Types 1 and 2 the results of vesiculotomy were 
uniformly good in the cases studied. In Type 3 the 
condition was greatly benefited when the vesicles 
were excised and only slightly improved, if improved 
at all, when they were drained. In Type 4 the results 
of drainage were uniformly poor. Patients who 
claim that their rheumatism is always relieved 
for a day or two following intercourse are affected 
witha condition belonging to Types 1 or 2. Some 
patients state that ejaculations during intercourse 
produce a diminished amount of semen and it is 
in these cases that the authors find gonorrhceal 
rheumatism, impotence, and neurasthenia most 
resistant to treatment. In such instances the best 
results are obtained by draining or removing the 
vesicles. 

As yet the authors have no data as to the effect 
of vesiculotomy and vesiculectomy on sterility. 
They have found, however, that they do not exert 
an ill effect on the sexual capacity and in many cases 
are followed by improvement. Louis Gross. 
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EYE 


Clapp, C. A.: The Removal of Steel from the Eye 
from an Industrial Standpoint. Am. J. Opith., 
1920, ili, 325. 

The author reports a series of 29 cases in 10 
(35 per cent) of which useful vision was obtained 
after magnet extraction of the foreign body. In 11 
cases (38 per cent) the eye was lost, in 7 (24 per 
cent) light perception to motion was retained, and 
in 4 cases normal vision resulted. Of the 7 patients 
operated on by the posterior route 5 retained useful 
vision. In 16 cases the injury occurred in the right 
eye, and in 12 in the left. The average size of the 
foreign body was 4.8 by 2 by 1 mm.; the largest was 
20 by 5 by 4 mm.; the smallest. 1 by 0.5 by 0.5 mm. 

The author states that until a few years ago his 
experience had led him to favor the anterior method 
of extraction but he now prefers the posterior route. 
It must be borne in mind, however, that each case 
should be handled according to its particular re- 
quirements. W. F. Moncrerr. 


Skyes, E. M.: The Effect of Certain Intranasal Con- 
ditions upon the Extrinsic Muscles of the Eye. 
Texas State J. M., 1920, xvi, 10. 

The author lays emphasis upon the importance of 
chronic sinusitis and narrowing or blocking of the 
frontal sinus ostium, which cause vacuum head- 
aches as etiological factors in asthenopia which fails 
to respond satisfactorily to the correction of re- 
fractive errors and treatment of muscle imbalance. 
He quotes statistics showing that from 7 to ro per 
cent of patients seeking relief from headaches at the 
hands of the ophthalmologist have accessory sinus 
disease which is the direct cause of the headache. 
He reports 4 cases in which various eye symptoms, 
particularly headache and inability to use the eyes 
for near work, were relieved only after adequate 
drainage of infected sinuses. W. F. Moncretrr. 


Jackson, E.: The Capsule in Cataract Extraction. 
Arch. Ophth., 1920, xlix, 275. 


Jackson emphasizes the importance of taking into 
consideration the fundamental anatomy, physiology, 
and pathologic possibilities of the capsule. He re- 
views the physics as well as the anatomy and 
physiology and draws the conclusion that the cap- 
sule itself is wholly passive, it does not become 
opaque, and it does not of itself thicken. He be- 
lieves also that the epithelium lining the anterior 
capsule is not a source of danger to vision in senile 
eyes. 

The secondary cataract appearing after lens ex- 
traction is composed of tissue developed from 
fibroblasts which attach themselves to the capsule 


at the time of the irritation or inflammation im- 
mediately following the extraction. As a rule such 
irritation is not seen when the lens is extracted in 
the capsule and when the capsule is divided peri- 
pherally rather than by the usual capsulotomy. 
Therefore it seems probable that the irritation re 
sulting in secondary cataract is due to lens matter 
in the anterior chamber which excites a reaction 
on the part of the iris. T. D. ALLEN. 


Weeks, J. E.: The Operative Treatment of Glau- 
coma. Arch. Ophth., 1920, xlix, 316. 


Weeks insists on the necessity for differentiating 
between various forms of glaucoma and for adapting 
the operative procedure to the form. Because of the 
absence of lymph spaces at the filtration angle in 
congenital glaucoma he considers a filtration 
cicatrix essential. He prefers the use of the trephine 
to the La Grange operation, and states that if the 
iris presents, a liberal portion should be excised. 

Juvenile glaucoma is discussed as well as the 
senile types. These the author divides into the 
congestive and the non-congestive or simple chronic 
types. 

In cases of acute or congestive glaucoma, after 
an attempt for a day or so to relieve the condition 
by medication, Weeks does the classical iridectomy 
because, by the removal of a portion of the iris, the 
filtration angle is opened up, the iris is pulled away 
from the angle on the opposite side by traction, and 
the cut surfaces of the iris afford an exit for the 
aqueous humour. 

Weeks does the same operation for the earlier 
stage of non-congestive glaucoma before the iris has 
become adherent at the iris angle and before the 
sclerosing process has obliterated the lymph spaces. 
In the presence of such pathologic conditions he 
prefers to establish a filtering cicatrix. In some 
cases it is quite difficult to decide upon the type of 
operation but the author would rather err in 
choosing a filtering cicatrix earlier than is nec 
essary rather than later. He describes several 
methods of producing such results and reviews their 
statistics. He inclines toward the La Grange opera- 
tion and the trephine of Elliot. He prefers the 
former on account of the intra-ocular hemorrhages, 
iritis, detachment of the choroid, return of tension 
from blocking of the opening, and late infection 
which may occur in the Elliot operation. The 
latter he considers only in cases of buphthalmos, 
certain cases of deep anterior chamber, and cases oi 
chronic simple glaucoma with low hypertension. 

In performing the La Grange operation, Wecks 
makes the incision 5 mm. long rather than 7 mm. in 
order to avoid the danger of prolapse of the ciliary 
body, lens, or vitreous. The after-treatment in- 
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cludes daily massage beginning forty-eight hours 
after the operation, when the tension is not sub- 
normal, to assist in the formation of a filtering 
cicatrix. 

In secondary glaucoma with iritis the hyper- 
tension usually subsides spontaneously, but in some 
cases a paracentesis may be necessary. In other 
cases of secondary glaucoma Weeks sometimes does 
a trephination and sometimes an iridectomy. 

T. D. ALLEN. 


EAR 


Gray, A. A.: On Some Anatomical Features of 
the Vestibule Not Previously Recorded. Proc. 
Roy. Soc. Med., Lond., 1920, xiii, Sect. Otol., 17. 


Gray draws attention to the fact that the foot- 
plate of the stapes and the adjacent tissue in the 
immediate vicinity of the oval window are not com- 
posed entirely of bony tissue in the ordinary sense, 
but contain a mixture of bone and curtilage. While 
the cartilaginous element in the footplate of the 
stapes has long been recognized, Gray does not 
believe there has ever been a description of the 
cartilaginous element in the adjacent walls of the 
vestibule. 

In the portion lying above and below the foot- 
plate the band has a diameter equal to about one- 
third of that of the footplate itself in its small diam- 
eter but at the anterior and posterior regions the 
band is usually considerably broader. It is narrowest 
opposite the posterior third of the lower margin 
of the oval window and next narrowest at a 
corresponding point near the upper margin of the 
oval window. Thus it is narrow at points opposite 
one another on the two horizontal walls of the oval 
window, near the juncture of these middle and pos- 
terior thirds. 

As regards the general significance of this car- 
tilaginous element, Gray is of the opinion that it is 
doubtless a remnant of the original foetal cartilagin- 
ous capsule of the labyrinth in which the bony cap- 
sule develops later on. 

Another detail is the deep cleft which passes 
forward and downward from the anterior margin 
of the oval window, and still another, the small 
foramen found in the outer wall of the vestibule 
immediately behind the posterior margin of the 
oval window. 

In the cadaveric position of the footplate of the 
stapes the posterior third of the footplate is rotated 
inward and the anterior two-thirds outward. From 
this evidence it appears probable that either at the 
moment of death, or else during rigor mortis, the 
stapedius muscle undergoes contraction and causes 
a rotation of the stapes round a vertical axis which 
passes through the footplate at the juncture of the 
middle and posterior thirds. According to the evi- 
dence, therefore, the function of the stapedius 
muscle in man is to draw the anterior two-thirds of 
the bone out ward from the vestibule and at the same 
time to drive the posterior third inward. 


Inasmuch as the layer of cartilage is no more 
abundant in front of the oval window (where the 
otosclerotic process usually begins) than behind it, 
Gray does not believe the presence of cartilage in 
the wall of the vestibule surrounding the footplate 
of the stapes has any bearing on the pathogenesis 
of otosclerosis. O. M. Rorrt. 


Marks, H. J.: Labyrinthine Complications in Mid- 
dle Ear Suppurations. Med. J. Australia, 1920, 
i, 429. 

The author recognizes and describes four types of 
labyrinthitis: (1) diffuse purulent manifest laby- 
rinthitis; subacute labyrinthitis; (2) diffuse puru- 
lent latent; (3) circumscribed; and (4) diffuse serous 
induced and secondary. 

In considering the indications for operation the 
following factors should b> taken into co-s’d:ra- 
tion: (1) the syndrome causing the labyrinthine 
trouble; (2) the character of the disease; (3) the 
direct or indirect anatomical findings on the inner 
tympanic wall before, and in the area involved 
during, the mastoid operation; and (4) the tendency 
toward intracranial extension or the presence of 
signs of an intracranial complication. 

Clinical notes of six cases are given: Case 1, 
sudden labyrinthine destruction after the removal 
of an aural polypus; Case 2, diffuse induced laby- 
rinthitis supervening on acute suppurative mas- 
toiditis and the presence of pus around the lateral 
sinus in chronic middle-ear suppuration with choles- 
teatoma; Case 3, circumscribed labyrinthitis with 
a fistula in the horizontal canal; Case 4, attic sup- 
puration and cholesteatoma with symptoms of fis- 
tula; Case 5, circumscribed labyrinthitis with a 
polypus in the region of the foramen ovale; acute 
diffuse suppurative labyrinthitis supervening three 
days after a radical mastoid operation; spontane- 
ous rupture of the pus through the foramen ovale; and 
Case 6, rupture of the the labyrinthine capsule by the 
removal of a polypus in old chronic purulent otitis 
media; acute diffuse, serous, and purulent labyrin- 
thitis supervening on the eighteenth day after a 
radical mastoid operation. O. M. Rort. 


Fraser, J. S., and Dickie, J. K. M.: Meningitic 
Neurolabyrinthitis. Proc. Roy. Soc. Med., Lond., 
1920, xiii, Sect. Otol., 23. 


Meningitic neurolabyrinthitis is a frequent cause 
of deafness and deaf-mutism. 

Deafness caused by epidemic cerebrospinal men- 
ingitis is certainly due to meningitic neurolabyrin- 
thitis. 

Measles and pneumonia may be followed by 
meningitis and secondary neurolabyrinthitis. In 
acquired syphilis and in mumps leptomeningitis is 
of common occurrence and associated with inner 
ear deafness which is probably due to neuritis or 
neurolabyrinthitis. No microscopic examination, 
however, has been made as yet. Certain cases of 
deafness following influenza and osteomyelitis also 
may be of meningitic origin. 
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The original source of infection may be in the 
respiratory tract, the parotid gland, the genital 
organs, the long bones, or elsewhere. 

In all cases a blood infection (septicamia) is 
probably the connecting link between the primary 
disease and the onset of meningitis. 

Meningitic neurolabyrinthitis is usually, but by 
no means always, bilateral. The onset is generally 
sudden. Irritative symptoms such as tinnitus and 
giddiness are often present, but may not be ob- 
served because of the patient’s mental condition 
(coma). In epidemic cerebrospinal meningitis and 
parotitis deafness usually occurs early in the course 
of the disease. 

Deafness due to meningitic 
may be associated with other 
e. g., orchitis, arthritis, mastitis, 
ysis of the oculomotor nerves. 

The infection usually passes along the subarach- 
noid space from the base into the internal auditory 
meatus and then along the nerves and vessels to 
the labyrinth. In some cases the perilymphatic 
aqueduct is the route of invasion, while in others 
both paths may be involved. 

Asa rule both the cochlear and vestibular appara- 
tus are affected. In many cases the cochlear appara- 
tus is involved mainly or alone. A more or less iso- 
lated affection of the vestibular apparatus is very 
rare 

The pathologic changes producing the deafness 
may be: (1) hydrocephalus; (2) changes in the 
walls of the fourth ventricle; (3) purulent infiltra- 
tion of the eighth nerve with subsequent descend- 
ing neuritis associated with atrophy of the spiral 
ganglion cells and Corti’s organ; (4) purulent laby- 
rinthitis which, if the patient lives long enough, is 
followed by the formation of granulation tissue and 
later by the formation of new connective tissue 
and bone in the hollow spaces of the labyrinth. 

The resulting deafness in the ear (or ears) 
affected is usually complete and permanent. 

Vestibular symptoms (loss of balance and a 
waddling gait) pass off rapidly in adults, but in 
voung children may persist as long as one year. 

In cases of sudden nerve deafness with or with- 
out vestibular symptoms, lumbar puncture should 
be done and the cerebrospinal fluid examined chemi- 
cally and microscopically. The Wassermann reac- 
tion of the fluid should also be tested and cultures 
made. 

Repeated lumbar punctures are of value in the 
treatment, especially in cases of deafness due to 
hydrocephalus. Small doses of potassium iodide 


neurolabyrinthitis 
metastatic lesions, 
blindness, or paral- 


and hypodermic injections of pilocarpin have been 
used in cases of meningitic neurolabyrinthitis, but 
apparently without success. 


O. M. Rort. 
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Portmann, G.: Mastoiditis and Suboccipital Pott's 
Disease (Mastoidite et mal de Pott sous-occipital). 
Rev. de chir., Par., 1919, vii, 916. 


Portmann directs attention to the importance of 
a clear differential diagnosis between mastoiditis 
and suboccipital Pott’s disease in adults. Pott’s 
disease is amenable to medical treatment while sup- 
puration of the mastoid requires surgical treatment. 

The findings in Pott’s disease and mastoiditis 
in each of their three stages are summarized as fol 
lows: 

SUBOCCIPITAL POTT’S MASTOIDITIS 
DISEASE 

When There Is No Cervical Abscess 
Spontaneous pains in thi 


Spontaneous and provoked 
mastoid region and _ pain 


nuchal pains which are 


exaggerated by move- provoked by pressure 
ment of the head. about the antrum and 

No morphological change apex. 
in the mastoid region. : . 
Morphological change i: 


Early and marked stiffness 
of the neck. 

No auricular symptoms. 

Poor general condition and 
often coexisting bacillary 
lesions in other organs. 


the mastoid region. 


No stiffness or only’ slight 
stiffness of the neck. 


Auricular symptoms. 


When There Is Cervical Abscess 
Slight spontaneous or pro- Very marked spontaneous 
voked pain in the region or provoked pain in th 
of the abscess. abscess region radiating 
throughout the head 
that side. 
Poorly outlined abscess with 


Very regular, not phleg- 
peripheral infiltration and 


masitic abscess without 


peripheral oedema. inflammatory reaction. 
Exudation of pus on 
pressure. 

Serous grumous pus from  Phlegmonous thick pu: 


which the laboratory ex 
amination demonstrated 
is non-tuberculous. 


which a cytological and 
bacteriological diagnosis 
can be made. 
When There Is Fistulization 
Fistula with irregular violet Fistula with regular red 
edges and sometimes edges and a phlegmonou- 
fungosities and thin pus. pus exudate. 


Radiographically demon- No lesions of the cervical 
strated lesions of the vertebre. 
upper cervical vertebre. 

A sound introduced into A sound introduced into 


+ 


the fistula tends 
enter in the direction © 
the mastoid. 


the fistula tends to enter 
in the direction of the 
cervical vertebrie. 
Several clinical cases are described in which sub- 
occipital Pott’s disease was diagnosed and treatec 
as mastoiditis. W. A. BRENNAN 























NOSE 


Oppenheimer, S.: The Surgical Correction of the 
Aquiline or Hump Nose. Am. J. Surg., 1920 
XXXIV, I2I. 


In the operative procedure described the tip of 
the nose is elevated and by means of a small scalpel 
a short semicircular incision is made in the antero- 
lateral portion of the nasal vestibule, just below 
the point of juncture between the lateral cartilages 
and the nasal bone. Through this incision small 
blunt-pointed scissors or blunt dissectors of the 
Freer type are introduced between the nasal bone 
and the overlying integument and the skin over the 
dorsum of the nose is thoroughly undermined. The 
extent of the undermining is determined largely by 
the size of the hump to be removed. Care is taken to 
avoid puncturing the skin. When the hump is of 
moderate size the undermining may be accomplished 
satisfactorily through an incision in one vestibule, 
usually the left, but if necessary a similar intranasal 
incision may be made also through the other 
vestibule. 

The hump is removed with a small saw, scissors, 
or rasp introduced through the incision. Usually 
the rasp is found very satisfactory. With a for- 
ward and downward motion paralleling the nasal 
ridge the anterior borders of the nasal bones are 
trimmed down until the hump is obliterated to a 
sufficient degree. When the base from which the 
hump is removed appears to be very broad and 
sharp, the edges are rasped off or shaved down with 
a small chisel. Oozing is controlled by local applica- 
tions of thromboplastin on cotton. Rubber tissue 
drainage strips are inserted through the primary 
intranasal incisions and carried well up on the 
dorsum of the nose. These strips are allowed to 
remain im situ for three or four days or longer if 
deemed desirable. The nostrils are lightly packed 
with petrolatum gauze or bismuth petrolatum gauze. 
Local inflammatory reaction is checked by the 
prompt application of iced compresses locally, 
but in many cases it is remarkable how little 
local reaction is aroused. A splint of dental com- 
pound molded to fit the patient’s nose and held in 
place by adhesive strips affords excellent protection 
against injury. 

The following day the nasal packing is removed 
and the nose cleansed of clot and secretion with a 
warm nasal douche. Inhalation of medicated steam 


vapor is of value in the reduction of the swollen 
Under this treatment the nasal structures 
return to a very normal appearance in a fairly short 
time, but the patient is warned that it may be 
several months before all trace of inflammatory 
reaction and thicker‘ng of the tissues disappears and 


tissues. 
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the full cosmetic benefit of the operation is obtained. 
Photographs or plaster casts made before and after 
the operation are important in all cases. 

When the hump is so exaggerated that virtually 
the entire nose from the frontal notch to the tip is 
oversized a more extensive undermining of the skin 
is necessary than when the operation is done merely 
to remove a hump. In such cases the undermining 
extends from the frontal eminence to the nasal tip 
and over the nasal processes of the superior maxilla 
where the nasal base is also to be narrowed. 

In the reduction of the height of the nose the 
operative area is undermined, the nasal bones are 
sawed through from above, at the frontal notch, 
downward, and the required amount of bony dorsum 
is removed. The cartilaginous portion is then 
trimmed with the scalpel in a similar manner and 
the detached tissue is removed through the intra- 
nasal incision. When in this procedure an opening 
is made into the nasal chambers no ill effects appear 
to ensue, but some authorities caution against it. 

After the reduction of the height of the dorsum of 
nose the length and width may appear increased 
and the lobule is brought into greater prominence 
than before. If it appears desirable to reduce the 
width of the nasal base, this is accomplished by 
sawing through the two nasal processes at their 
juncture with the superior maxilla, the periosteum 
being first separated with an elevator. The lower 
edges are then made to approach the midline of the 
nose by pressure of the thumb and index finger, 
and the nasal bones are fractured at the nasofrontal 
juncture. When necessary to bring about a suffi- 
cient degree of mobility of the nasal processes and 
nasal bones, they are seized with forceps such as the 
Adam’s forceps, one blade being inserted through 
the incision and the other into the nasal vestibule. 

When the lessened height of the dorsum makes 
the top of the nose seem broader and flatter than is 
desired, the condition is remedied by slanting the 
superior edges of the nasal bones inward toward the 
median line. 

In case the whole nose is too long, it is shortened 
by resecting a triangular piece of the cartilaginous 
septum which is taken horizontally from its inferior 
border with the inclusion of a part of the membran- 
ous septum beneath it. The base of this triangular 
septal resection, which is from 3 to 5 mm. wide, is 
placed anteriorly just beneath the nasal tip and the 
apex is placed at the inferior nasal spine. The 
septal incision is made with a straight scalpel. After 
the triangular piece of septum including the mucosa 
on both sides is removed, the tip and columns are 
attached by suture to the freshly formed inferior 
margin of the triangular cartilage. This elevates 
the nasal tip and makes the septum shorter. If it is 








242 


necessary, the lateral walls of the nose are narrowed 
by the removal from the inside of each nostril— 
in a horizontal direction and a little above the lower 
lateral cartilage—of a triangular strip including 
both mucous membrane and cartilage. The size of 
this strip determines the degree to which the lateral 
walls are made narrower. The wounds formed in this 
last step are closed with several silk sutures. 
O. M. Rott. 


Tieck, G. J. E.: New Intranasal Procedures for the 
Correction of Deformities of the Nose Success- 
fully Applied in Over 1,000 Cases during the 
Past Twelve Years. Am. J. Surg., 1920, xxxiv, 117. 


Intranasal procedures for the correction of nasal 
deformities are divided into two stages: (1) the 
exposure, and (2) the actual correction or recon- 
struction. 

The author’s method of obtaining exposure is 
practically the same in all cases. As a rule four 
intranasal incisions in each nasal fossa are necessary 
to separate the skin and periosteum from the bone. 
Occasionally, however, two or three may be suffi- 
cient. 

The first incision is made along the border of 
the pyriform opening of the nose. Beginning at 
the lower end of the nasal bone, it is carried down- 
ward and outward, through the mucous membrane 
and chondro-osseous juncture. An elevator is then 
passed through this incision, insinuated between 
the periosteum overlying the nasal and maxillary 
bones, and swept laterally and mesially, lifting from 
the bone the periosteum, subcutaneous tissue, and 
skin. The entire area extending from the root of 
the nose laterally over the nasal bones and supe- 
rior maxilla is liberated in this way. 

The second incision is made parallel to the bridge 
of the nose. Beginning at the lower end of the nasal 
bone, it is carried downward and forward along the 
anterior edge of the bony and cartilaginous septum 
to the tip of the nose and is made through the 
cartilage up to the perichondrium overlying the 
bridge of the nose. Then, by careful dissection, the 
perichondrium and soft tissues over the bridge of 
the nose and the lateral cartilages are separated 
from the underlying bony and cartilaginous septum 
and lateral cartilages. At this stage it should be 
possible to sweep the elevator freely over the bridge 
of the nose, from the roots to the tip and laterally 
well out over the cheeks, in the artificial space 
created between the periosteum and cartilage. It is 
absolutely essential that this area be entirely freed 
in all operations in order that the shrinkage will 
be uniform without the formation of the wrinkles or 
dimples which would result if at any point the over 
lying tissues remained in contact with the bone. 

The third incision is made through the mucous 
membrane and cartilage from one nostril to the 
other. Beginning at the end of the second incision 


(the tip of the nose), it is carried backward along 
the lower border of the quadrilateral cartilage to the 
nasal crest of the superior maxillary bone. 
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The fourth incision is made through the lower 
lateral cartilage at the point where the cartilage 
bends upon itself. It divides the lower lateral car- 
tilage into an external and internal half. 

The last two incisions described are necessary to 
obtain the exposure essential for plastic work on the 
septum and cartilage. 

The author briefly outlines the methods used in 
the correction of various deformities. While each 
case presents its own problems, any deformity may 
be corrected through the incisions described. 

O. M. Rorrt. 


White, L. E.: The Diagnosis and Prognosis of Loss 
of Vision from Accessory Sinus Disease. /. 
Am. M. Ass., 1920, lxxiv, 1510. 


There are various types of accessory sinus blind- 
ness. Some of them become cured spontaneously, 
while others result in permanent loss of vision unless 
given prompt and proper attention. Etiologically 
they are generally divided as follows: (1) those due 
to the direct spread of the infection to the sheath 
of the optic nerve; (2) those due to the toxamia from 
infection in the sinuses; and (3) those due to hyper- 
plasia. 

Usually the first two types may be diagnosed 
easily either by inspection or from the roentgeno 
grams, although pus, which was not detected previ 
ously, is occasionally found at operation. When 
in doubtful cases all other causes of the blind- 
ness have been eliminated, it is advisable to operate 
on the sinuses. 

Two factors enter largely into the prognosis: 
(1) the length of time before the patient seeks reliel, 
and (2) the degree of the blindness. 

Unless the condition shows improvement under 
treatment before the end of a week there is danger 
of permanent loss of vision unless the pressure on 
the nerve is relieved. In cases of more than two 
months’ duration little can be expected. 

When the loss of vision is total the demand for 
operation is more imperative than when it is onl) 
partial. O. M. Rorr. 


New, G. B.: The Treatment of Malignant Tumors 
of the Antrum. J. Am. M. Ass., 1920, Ixxiv, 1200 


The author treats malignant tumors of the 
antrum by cauterization followed by radium in- 
stead of by the older method of resecting the upper 
jaw. During the past two and one-half years, 33 
malignant tumors of the antrum kave been ex 
amined at the Mayo Clinic. Since 18 of the 33 
patients were treated, it can not be called a selected 
group of cases (see table). 

The group of tumors operated on included 5 
squamous-cell epitheliomata, 6 sarcomata, 1 malig- 
nant tumor (type of cell not determined), 1 epithe 
lioma (mixed-tumor type), 1 basal-cell epithelioma, 
and 1 fibromyxoma (malignant). 

In the selection of cases to be treated the type 0! 
malignancy as well as the extent of the tumor must 
be considered. The patient’s age and the length o! 
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RESULTS IN 18 CASES OF MALIGNANT TUMORS OF THE ANTRUM TREATED BY 
CAUTERY AND RADIUM 


Duration 
of Lesion 
Before 
Number Age Sex Operation 
I 65024 62 m 6 months 
2 109408 38 f Recurring; first opera- 
tion in 1914 
3 207005 28 m 2 years 
4 2073806 56 m 6 months 
5 207662 62 m 19 months 
6 208383 58 f 16 months 
7 210437 190 m 3 years 
8 22Q112 38 m I year 
9 231539 39 f 15 months 
10 235481 17 m 3 years 
Ir 235903 47 m 3 years 
12 238077 47 m 3 months 
13 239838 63 f 2% months 
14 244630 39 m 5 months 
15 245402 57 m 6 months 
19 250256 15 m 5 months 
17 262707 35 m 16 months 
18 272557 12 f ? 


the history also are important factors. Involvement 
of the nose, the floor of the orbit, and the sinuses 
renders the prognosis grave, but does not exclude 
the possibility of help from treatment. No patients 
with glandular involvement were selected for 
treatment. 

The usual treatment of malignant disease of the 
antrum by resection of the jaw has not given a 
high percentage of cures because of the difficulty of 
entirely removing the tumor. This form of treat- 
ment also is associated with an operative mortality. 

In the operation performed by the author the 
patient is anesthetized with ether by the drop 
method. After anesthesia has been induced the 
mask is removed and the head of the table is 
lowered to prevent the drainage of secretion from 
the pharynx into the trachea. A mouth gag is 
inserted in the side of the mouth opposite the 
growth and a water-cooled retractor inserted on the 
diseased side. The tongue is held out of the way by 
a curved retractor. 

The growth is attacked at the point at which it 
appears in the mouth either through the palate or 
irom above the alveolar process. If it has not 
bulged the cheek or palate, an opening is made 
above the alveolar process as in the Denker opera- 
tion. The soldering iron at a dull heat is used as a 
cautery; a red iron carbonizes and prevents the 
penetration of heat. The soldering iron is carried 
up gradually into the antrum and the entire growth 
is cooked thoroughly from thirty to forty-five 
minutes. 

Since there is practically no bleeding in this treat- 
ment, the walls of the antrum may be inspected to 
determine whether or not the growth has been 
thoroughly removed. As the patient begins to 
awaken from the anesthetic the irons are removed, 








Length 
of Time Present 
Pathologic Diagnosis Since Last Condition; 
Operation Result 
onths 
Malignant 7 Dead 
Epithelioma 15 No recurrence 
Lymphosarcoma 26 Data not obtainable 
Squamous-cell epithelioma 27 Hopeless recurrence 
Squamous-cell epithelioma 27 Data not obtainable 
Basal-cell epithelioma 27 Data not obtainable 
Fibromyxoma (malignant) 28 No recurrence 
Lymphosarcoma 22 No recurrence 
Sc cell epitheli 12 Dead 
Fibrosarcoma 8 No recurrence 
Epithelioma 20 Recurrence 
Squamous-cell epithelioma 12 Dead 
Sarcoma 190 No recurrence 
Squamous-cell epithelioma 13 No recurrence 
Squamous-cell epithelioma 17 No recurrence 
Sarcoma 1s No recurrence 
Epithelioma (mixed tumor 8 No recurrence 
type) 
Sarcoma 9 No recurrence 


the mask is applied to the face, and the patient is 
again put to sleep with ether. 

A knowledge of the pathology of the different 
types of malignancy is essential in determining the 
treatment. The rapidly growing sarcomata respond 
well to radium and do not require such thorough 
cauterization as the squamous-cell epitheliomata 
which are a most malignant type of tumor. The 
purpose of treatment is to eradicate the growth 
entirely at once by thorough cauterization followed 
by radium. 

The author uses radium salts or the emanations 
in tubes which are introduced directly into the 
antrum at the point at which they seem most needed 
either at the time of operation or from ten days to 
two weeks later when some of the slough has 
cleared. He leaves 100 or 200 mg. from twelve to 
twenty-four hours within the antrum in addition to 
radium treatment outside the cheek with distance 
and screening. In all cases the dosage depends on 
the type of the malignancy, its duration, and its 
extent. The patient is kept under observation, re- 
turning every month or six weeks so that if a recur- 
rence develops he may have immediate care. Such 
observation is very essential in order to control 
early recurrences. Any opening in the palate may 
be readily closed with prosthetic appliances. 

Cautery and radium treatment of malignant 
tumors of the antrum have not been followed by 
any operative mortality or any postoperative com- 
plications of the chest. Two of the patients lost the 
eye on the side involved from the reaction to the 
cautery and radium, but in both cases the floor of 
the antrum was involved. The 10 patients who are 
well can not yet be considered cured, but they have 
been without recurrences for a period of months or 
years. F. M. ALLEN. 
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